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HE present-day broader opinions of gyne- 
cologists in regard to the relationship 
between gynecological and neurological 

conditions are grounded to a considerable extent 
on what has gone before. To give an intelligible 
account of them, it has seemed to me necessary 
to review historically the literature which has 
been accumulating ever since the beginning of 
modern gynecology, back in the seventies and 
eighties. Before this time ideas relative to this 
subject were so vague and illy defined that for 
our purpose they may be discarded, though they 
had a certain amount of influence on later-day 
conceptions. 

As I look over the literature as a whole I am 
tempted to divide it into three groups: 

1. A group made up largely of older papers and 
accounts in which a very close and direct associa- 
tion between abnormal conditions in the pelvis 
and neurological disturbances was assumed. 

2. A group based upon experience which 
showed the fallacy of such older views. 

3. A group which must include some of the 
modern purely neurological literature pertaining 
to the nature of the neuroses, and a few gyneco- 
logical papers that have been influenced by it. 

It is necessary to say, in presenting a subject 
so complex and one concerning which there is 
still so much to be learned, that there has been 
in the past and is today much dissension from 
prevailing ideas, especially those that seem dog- 
matic and extreme. There is no question, how- 


ever, but that at various periods certain ideas 
have prevailed to such an extent as to influence in 
varying degrees the practice of those engaged in 
gynecological work. 

Modern operative gynecology began with 
plastic operations upon the cervix and vagina. 
An immense amount of attention was directed 
to this field, in which it was found possible to be 
of so much service to women. It is perhaps only 
natural that the importance of such lesions be- 
came magnified. Lacerations and displacements 
were soon made responsible, not only for much 
local discomfort but for remote pain, various 
disturbances of many body functions, and for 
serious conditions of the central nervous system, 
including hysteria, epilepsy, and insanity, with- 
out much reference to the complexity and defi- 
nition of any of these. 

Group 1. Storer (1) (note also the subsequent 
discussion) as long ago as 1869, in the first volume 
of the American Journal of Obstetrics, in his 
description of a case of “obstinate erotomania,” 
and the various attacks that were made upon the 
clitoris, vulva, and rectum of this patient, as 
well as the more general physical measures em- 
ployed, shows well the state of professional opin- 
ion of those days, and how ready medical men 
were to go to extremes when once the importance 
of pelvic disorders in the human economy had 
been pointed out. 

Emmett (2) in 1874 called the attention of the 
profession to cervical lacerations “as a frequent 
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cause of disease,” and in 1876 (3), at the first 
meeting of the American Gynecological Society, 
he called attention to ‘uterine flexures,’’ which 
he believed were of much importance. 

At the same meeting Skene (4) (1876), in his 
reported cases of uterine and vaginal cicatrices, 
showed clearly his belief in such lesions as a cause 
of neurological conditions. 

Emmett, himself, as near as I can learn, never 
emphasized the importance of these lesions as the 
cause of serious nervous disturbances, though in 
discussing Skene’s paper he made the statement 
that cicatrical tissue in the cervix was a frequent 
cause of neuralgia in females, and ascribed it to 
the inclusion of nerve filaments in the scar. 

Engelmann (5) in 1877 read a paper in which he 
expressed a strong belief in “uterine derange- 
ments” as the cause of hysteroneurosis. ‘The 
paper is typical of some of the extreme views of 
that period. He says: “By the term hystero- 
neuroses I would designate those phenomena 
which simulate a morbid condition of an organ, 
unaccompanied by any structural sympathetic 
hyperasthesia, due to uterine derangements and 
demonstrated to be unquestionably so dependent 
by being intractable to direct local medication, 
but yielding at once upon treatment of the casual 
pelvic disorder.” 

Pallen (6) in 1877 stated that diseases of the 
pelvic organs were a most important cause of 
insanity, and Edis (7) in 1881 (four years later) 
gave out his belief that headaches, the morning 
sickness of pregnancy, uterine epilepsy, asthma, 
chorea, amaurosis, and other disturbances of 
vision, aphonia, spasm of the glottis, sensation of 
choking, and other similar reflex phenomena 
could be ascribed to uterine conditions. There 
were dissenting opinions from such extreme 
views, even at that time, seen occasionally in the 
discussions (see paper by Bigelow [8], 1881), 
but nevertheless such opinions, modified accord- 
ing to the individual observer, prevailed very 
largely and were the basis for acceptance of simi- 
lar views in regard to the ovaries and tubes which 
now in the development of abdominal surgery 
gradually received the chief attention of the 
profession. 

Skene’s (9) paper in 1881 is especially valuable 
in indicating the various directions into which dis- 
cussion was to run after the injection of this newer 
element into pelvic problems, for gynecologists 
were now dealing with an important ductless 
gland. 

It was not until the eighties that operations 
upon the appendages for inflammatory diseases 
became popular, and during that decade papers 





INTERNATIONAL ABSTRACT OF SURGERY 


and discussions dealing with indications and 
methods occupied a prominent place in gyneco- 
logical literature. To cure certain pelvic infec- 
tions, and thereby to remove a physical ailment, 
was the original indication for such operations, 
and with many gynecologists the appendages 
were never or rarely removed except to cure some 
definite and perfectly apparent pelvic disorder. 
With others, however, the indications were ex- 
tended, as had been the case with vaginal and 
cervical lacerations, to meet many remote mor- 
bid conditions, especially those of the nervous 
system. 

As early as 1877 Battey (10) proposed the re- 
moval of both ovaries with the deliberate inten- 
tion of ending ovulation and menstruation. 
The operation was for a long time spoken of as 
““Battey’s operation.” His indications included 
not only certain malformations of the female 
genitalia which were incompatible with health, 
but cases of insanity and epilepsy “depending 
upon uterine and ovarian disease,” and “in 
cases of long and protracted physical and mental 
suffering dependent upon nervous and vascular 
conditions and perturbations which have resisted 
all means of cure.” Battey opened the cul-de-sac 
through the vagina and removed the ovaries, 
leaving the tubes. He performed his first opera- 
tion of the kind in 1872 (11). 

It was not, however, until the early eighties, 
as stated, that the indications for removal of the 
appendages were commonly extended to remote 
disturbances in the nervous system. In Car- 
stens’ (12) article (1883) we see an example of a 
commonly expressed opinion of the day. He cites 
three cases of “hystero-epilepsy” in which Bat- 
tey’s operation was performed (in one instance 
only one ovary), and expresses firm belief in it. 
Johnson’s (13) case of epilepsy in which the 
ovaries were removed is another example of the 
same idea. 

Lee (14) in 1887 (note also discussion), at a meet- 
ing of the Obstetrical Society of New York, pre- 
sented the ovaries from a woman suffering from 
a “‘hysteromania,” and in the discussion follow- 
ing, belief in such a procedure was plainly ex- 
pressed, although Munde said that the removal 
of ovaries for mental affections was still sub 
judice. 

Byford (15) in 1888, before the Chicago Gyneco- 
logical Society, exhibited specimens of ovaries, 
and showed his belief in their removal for mental 
affections. 

All through this early period, then, we find 
many indications ot a widely prevailing belief 
in the idea that nervous affections of many kinds 
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arose with great frequency directly from patho- 
logical conditions in the pelvis, real or supposed, 
or in some disturbances of function there. I 
think it is fair to say that a goodly percentage of 
gynecologists accepted these views to a greater or 
lesser extent. 

We do not find until the early nineties distinct 
signs of a reaction — increased experience and 
disappointment were teaching that this posi- 
tion was untenable. Operations upon the female 
genitalia with the principal object of correcting 
a coexisting neurosis, epilepsy, or insanity, were 
unsuccessful in so many instances as to lead to 
grave doubts as to the correctness of such pro- 
cedures, and gynecologists and others began to 
remonstrate vigorously against them. 

In this earliest group of papers and accounts 
really belong a not inconsiderable number of 
others which have appeared since then, and which 
reflect, often to a marked degree, the ideas which 
one would think had been effectually dispelled 
years ago. It only shows how difficult it is to 
change opinions that have been widely accepted 
by the profession and which contain, as they usual- 
ly do, some partial truth. We are constantly 
seeing evidences of the same tendency to over- 
estimation in other fields of surgery. 

The papers of Bossi (16) (1911-12) and 
Schockaert (17) (1913) in Europe, and Hall (18) 
(1904-06) (not so extreme) in America are per- 
haps the best illustrations we may cite of recent 
papers reflecting the older views. Other papers 
are those of Moore (19) (1896), Ward (20) (1903), 
Huggins (21) (1905), Rosser (22) (1909), and 
Ballard (23) (1912). 

The belief of Bossi (16), whose reports have 
excited much comment and criticism among 
European gynecologists, is an example of the 
extreme views favoring gynecological operations 
for the cure of mentally deranged patients. He 
recognizes the usual predisposing factors in 
psychic disturbances. He states that as active 
factors we find (1) not the more serious pelvic 


_diseases “‘as much as the infectious and toxic 


diseases, especially of the endometrium, proceed- 
ing with slow and insidious course, the parenchy- 
matous forms of functional as well as infectious 
origin. (2) The influence is so much greater 
when the infectious and toxic injuries of the en- 
dometrium are accompanied directly or indirectly 
by a stenosis of the cervix, or kinking or flexion 
of the uterus which causes a blocking back of the 
purulent and toxic secretions of the uterine cavity 
and their absorption. (3) Nervous and psychic 
disturbances often appear when in addition to 
the anatomical injuries (and often without them) 


an arrest or lessening of the menstrual function 
takes place, and as a logical consequence a dis- 
turbance of the internal ovarian secretion 
ensues.” 

He says, “It must not be forgotten that the 
character, the form of the neuropsychic phenom- 
ena, caused, maintained, or accompanied by these 
pathological conditions of the uterus, stand ever 
in relation to hereditary predisposition, to the 
general condition of the organism, to rearing, 
family circumstances, and environment.” 

Mayer (24) (1913) takes Bossi and his pupil 
Ortenau (25) severely to task. He says, ‘The 
things they speak of with such dogmatic cer- 
tainty are but unjustifiable exaggerations of 
trivial gynecological conditions.” He criticizes 
Bossi’s manner of making a psychopathic diagno- 
sis, it being often done for him by the laity, and 
says that the evidence Bossi gives that the pa- 
tients are cured is far from convincing. He 
thinks that suggestion is the paramount factor 
in the cures that he claims. Many of these cases 
are plainly mere hysteria, and therefore “cured” 
by almost any means. He then criticizes Bossi’s 
conceptions of pelvic diseases and his assumption 
of conditions and sequences, which are neither 
proved nor assumed by modern gynecologists. 
Mayer’s clear and forceful criticism would, I 
think, reflect the attitude of many of us. We 
may justly ask that such claims as Bossi makes be 
verified by the experience of scientific workers 
in the same field, and thus far they have been 
found to be signally lacking in results. 

To return, however, to our historical account, 
it was, as stated before, in the early nineties that 
we saw the first decided reaction from the earlier 
views. Ovariotomy as a method of correcting 
or controlling a neurosis, epilepsy, or insanity, 
was perhaps the first to go, but it was followed by 
a decided modification of ideas relative to other 
conditions in the pelvis and their relation to the 
nervous system.' Ovariotomy not only failed 
to correct such disorders in a majority of instances 
but many were made worse, or the disorder was 
manifested in other serious ways. 

Group 2. This earlier teaching had influenced, 
to a certain degree at least, the practice of the 


1For a long time after this the ovaries were uniformly removed 
by almost all operators whenever it was deemed necessary to remove 
the uterus. The ovary was also removed, with its fellow tube, when- 
ever an infection of the latter demanded its removal. Experience and 
better technical methods have taught us the feasibility of saving many 
ovaries previously sacrificed, and today these important organs are 
usually retained in the childbearing age unless (1) thty are seriously 
involved by an inflammatory process or by a neoplasm which makes 
its conservation technically impossible, under which condition the op- 
posite healthy ovary is saved; and (2) unless either or both are the seat 
of malignant disease or a neoplasm which threatens the continuance of 
the disease, in which case both are removed; and (3) in radical operations 
for carcinoma of the uterus they are removed wit th the uterus and other 
structures. 
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cause of disease,” and in 1876 (3), at the first 
meeting of the American Gynecological Society, 
he called attention to “uterine flexures,”’ which 
he believed were of much importance. 

At the same meeting Skene (4) (1876), in his 
reported cases of uterine and vaginal cicatrices, 
showed clearly his belief in such lesions as a cause 
of neurological conditions. 

Emmett, himself, as near as I can learn, never 
emphasized the importance of these lesions as the 
cause of serious nervous disturbances, though in 
discussing Skene’s paper he made the statement 
that cicatrical tissue in the cervix was a frequent 
cause of neuralgia in females, and ascribed it to 
the inclusion of nerve filaments in the scar. 

Engelmann (5) in 1877 read a paper in which he 
expressed a strong belief in “uterine derange- 
ments” as the cause of hysteroneurosis. The 
paper is typical of some of the extreme views of 
that period. He says: “By the term hystero- 
neuroses I would designate those phenomena 
which simulate a morbid condition of an organ, 
unaccompanied by any structural sympathetic 
hyperasthesia, due to uterine derangements and 
demonstrated to be unquestionably so dependent 
by being intractable to direct local medication, 
but yielding at once upon treatment of the casual 
pelvic disorder.” 

Pallen (6) in 1877 stated that diseases of the 
pelvic organs were a most important cause of 
insanity, and Edis (7) in 1881 (four years later) 
gave out his belief that headaches, the morning 
sickness of pregnancy, uterine epilepsy, asthma, 
chorea, amaurosis, and other disturbances of 
vision, aphonia, spasm of the glottis, sensation of 
choking, and other similar reflex phenomena 
could be ascribed to uterine conditions. There 
were dissenting opinions from such extreme 
views, even at that time, seen occasionally in the 
discussions (see paper by Bigelow [8], 1881), 
but nevertheless such opinions, modified accord- 
ing to the individual observer, prevailed very 
largely and were the basis for acceptance of simi- 
lar views in regard to the ovaries and tubes which 
now in the development of abdominal surgery 
gradually received the chief attention of the 
profession. 

Skene’s (9) paper in 1881 is especially valuable 
in indicating the various directions into which dis- 
cussion was to run after the injection of this newer 
element into pelvic problems, for gynecologists 
were now dealing with an important ductless 
gland. 

It was not until the eighties that operations 
upon the appendages for inflammatory diseases 
became popular, and during that decade papers 


and discussions dealing with indications and 
methods occupied a prominent place in gyneco- 
logical literature. To cure certain pelvic infec- 
tions, and thereby to remove a physical ailment, 
was the original indication for such operations, 
and with many gynecologists the appendages 
were never or rarely removed except to cure some 
definite and perfectly apparent pelvic disorder. 
With others, however, the indications were ex- 
tended, as had been the case with vaginal and 
cervical lacerations, to meet many remote mor- 
bid conditions, especially those of the nervous 
system. 

As early as 1877 Battey (10) proposed the re- 
moval of both ovaries with the deliberate inten- 
tion of ending ovulation and menstruation. 
The operation was for a long time spoken of as 
“ Battey’s operation.” His indications included 
not only certain malformations of the female 
genitalia which were incompatible with health, 
but cases of insanity and epilepsy “depending 
upon uterine and ovarian disease,” and “in 
cases of long and protracted physical and mental 
suffering dependent upon nervous and vascular 
conditions and perturbations which have resisted 
all means of cure.” Battey opened the cul-de-sac 
through the vagina and removed the ovaries, 
leaving the tubes. He performed his first opera- 
tion of the kind in 1872 (11). 

It was not, however, until the early eighties, 
as stated, that the indications for removal of the 
appendages were commonly extended to remote 
disturbances in the nervous system. In Car- 
stens’ (12) article (1883) we see an example of a 
commonly expressed opinion of the day. He cites 
three cases of “hystero-epilepsy” in which Bat- 
tey’s operation was performed (in one instance 
only one ovary), and expresses firm belief in it. 
Johnson’s (13) case of epilepsy in which the 
ovaries were removed is another example of the 
same idea. 

Lee (14) in 1887 (note also discussion), at a meet- 
ing of the Obstetrical Society of New York, pre- 
sented the ovaries from a woman suffering from 
a “hysteromania,” and in the discussion follow- 
ing, belief in such a procedure was plainly ex- 
pressed, although Munde said that the removal 
of ovaries for mental affections was still sub 
judice. 

Byford (15) in 1888, before the Chicago Gyneco- 
logical Society, exhibited specimens of ovaries, 
and showed his belief in their removal for mental 
affections. 

All through this early period, then, we find 
many indications ot a widely prevailing belief 
in the idea that nervous affections of many kinds 
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arose with great frequency directly from patho- 
logical conditions in the pelvis, real or supposed, 
or in some disturbances of function there. I 
think it is fair to say that a goodly percentage of 
gynecologists accepted these views to a greater or 
lesser extent. 

We do not find until the early nineties distinct 
signs of a reaction — increased experience and 
disappointment were teaching that this posi- 
tion was untenable. Operations upon the female 
genitalia with the principal object of correcting 
a coexisting neurosis, epilepsy, or insanity, were 
unsuccessful in so many instances as to lead to 
grave doubts as to the correctness of such pro- 
cedures, and gynecologists and others began to 
remonstrate vigorously against them. 

In this earliest group of papers and accounts 
really belong a not inconsiderable number of 
others which have appeared since then, and which 
reflect, often to a marked degree, the ideas which 
one would think had been effectually dispelled 
years ago. It only shows how difficult it is to 
change opinions that have been widely accepted 
by the profession and which contain, as they usual- 
ly do, some partial truth. We are constantly 
seeing evidences of the same tendency to over- 
estimation in other fields of surgery. 

The papers of Bossi (16) (1911-12) and 
Schockaert (17) (1913) in Europe, and Hall (18) 
(1904-06) (not so extreme) in America are per- 
haps the best illustrations we may cite of recent 
papers reflecting the older views. Other papers 
are those of Moore (19) (1896), Ward (20) (1903), 
Huggins (21) (1905), Rosser (22) (1909), and 
Ballard (23) (1912). 

The belief of Bossi (16), whose reports have 
excited much comment and criticism among 
European gynecologists, is an example of the 
extreme views favoring gynecological operations 
for the cure of mentally deranged patients. He 
recognizes the usual predisposing factors in 
psychic disturbances. He states that as active 
factors we find (1) not the more serious pelvic 


diseases “‘as much as the infectious and toxic 


diseases, especially of the endometrium, proceed- 
ing with slow and insidious course, the parenchy- 
matous forms of functional as well as infectious 
origin. (2) The influence is so much greater 
when the infectious and toxic injuries of the en- 
dometrium are accompanied directly or indirectly 
by a stenosis of the cervix, or kinking or flexion 
of the uterus which causes a blocking back of the 
purulent and toxic secretions of the uterine cavity 
and their absorption. (3) Nervous and psychic 
disturbances often appear when in addition to 
the anatomical injuries (and often without them) 


an arrest or lessening of the menstrual function 
takes place, and as a logical consequence a dis- 
turbance of the internal ovarian secretion 
ensues.” 

He says, “It must not be forgotten that the 
character, the form of the neuropsychic phenom- 
ena, caused, maintained, or accompanied by these 
pathological conditions of the uterus, stand ever 
in relation to hereditary predisposition, to the 
general condition of the organism, to rearing, 
family circumstances, and environment.” 

Mayer (24) (1913) takes Bossi and his pupil 
Ortenau (25) severely to task. He says, ‘The 
things they speak of with such dogmatic cer- 
tainty are but unjustifiable exaggerations of 
trivial gynecological conditions.” He criticizes 
Bossi’s manner of making a psychopathic diagno- 
sis, it being often done for him by the laity, and 
says that the evidence Bossi gives that the pa- 
tients are cured is far from convincing. He 
thinks that suggestion is the paramount factor 
in the cures that he claims. Many of these cases 
are plainly mere hysteria, and therefore “cured” 
by almost any means. He then criticizes Bossi’s 
conceptions of pelvic diseases and his assumption 
of conditions and sequences, which are neither 
proved nor assumed by modern gynecologists. 
Mayer’s clear and forceful criticism would, I 
think, reflect the attitude of many of us. We 
may justly ask that such claims as Bossi makes be 
verified by the experience of scientific workers 
in the same field, and thus far they have been 
found to be signally lacking in results. 

To return, however, to our historical account, 
it was, as stated before, in the early nineties that 
we saw the first decided reaction from the earlier 
views. Ovariotomy as a method of correcting 
or controlling a neurosis, epilepsy, or insanity, 
was perhaps the first to go, but it was followed by 
a decided modification of ideas relative to other 
conditions in the pelvis and their relation to the 
nervous system.' Ovariotomy not only failed 
to correct such disorders in a majority of instances 
but many were made worse, or the disorder was 
manifested in other serious ways. 

Group 2. This earlier teaching had influenced, 
to a certain degree at least, the practice of the 


1For a long time after this the ovaries were uniformly removed 
by almost all operators whenever it was deemed necessary to remove 
the uterus. The ovary was also removed, with its fellow tube, when- 
ever an infection of the latter demanded its removal. Experience and 
better technical methods have taught us the feasibility of saving many 
ovaries previously sacrificed, and today these important organs are 
usually retained in the childbearing age unless (1) they are seriously 
involved by an inflammatory process or by a neoplasm which makes 
its conservation technically impossible, a. &, which condition the op- 
posite healthy ovary is saved; and (2) unless either or both are the seat 
of malignant disease or a neoplasm which threatens the continuance of 
the disease, in which case both are removed; and (3) in radical operations 
for carcinoma of the uterus they are removed with the uterus and other 
structures. 
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wisest and most conservative. This later period 
is marked by a broadening of professional opinion 
in regard to gynecological diseases and their 
relation to other conditions in the economy. 

At a meeting of the Obstetrical Society of 
London in 1891, Playfair (26) read a paper on the 
removal of the appendages in cases of functional 
neurosis, in which he gives as his conclusion 
that the removal of the appendages for such a 
condition is not legitimate, that in “ hystero- 
epilepsy” and “hysteromania” the results of 
operation had been so unsatisfactory that it was 
a procedure of doubtful expediency and not to be 
recommended. In the discussion Spencer Wells, 
Priestly Ross (quoted by Spencer Wells), and 
several others strongly condemn the practice. 

Régis (27) (1894) points out the seriousness of 
the removal of the ovaries, and cites a case of 
insanity which followed the procedure. We 
might multiply instances of remonstrance against 
ovariotomy. 

Deale and Adams (28) (1894) made a strong 
plea for a wider view in gynecology, and Freder- 
ick (29) in 1895, in a very practical article, asked 
for a broadening of the gynecological horizon. 
Palmer (30) (1903) voices much the same opinion. 
These were earlier expressions of anattitude which 
has now become almost universal among gyne- 
cologists. Although they recognized the import- 
ance of the pelvic organs and their diseases, gyne- 
cologists saw plainly that they but shared their 
importance with other organs, and must be 
held in proper relationship. 

The neurologist took part now more frequently 
in the discussion. In 1898 Frederick Peterson, 
F. X. Dercum, and Dunn (31) all criticized 
strongly the viewpoint of the gynecologist. 
Peterson said that the field of the gynecologist 
in the domain of nervous diseases was com- 
paratively restricted and unimportant, and 
strongly protested against the prevailing ten- 
dency to enlarge the field of gynecology by un- 
justifiable and unscientific surgical intervention 
in cases of nervous and mental diseases. 

Church (32) (1904) before the Chicago Gyne- 
cological Society made a strong plea for a broader 
conception of the neuroses and insanities, and 
saw but little connection between them and the 
conditions in the pelvis. He regarded the for- 
mer as essentially cerebral diseases, not depending 
upon pelvic conditions, nor to be corrected by 
““meddlesome”’ operative procedures. 

Patrick (33) (1904) at the same meeting frank- 
ly and strongly criticized gynecologists. He 
stated that they are misled by their skill in re- 
moving organs and as to the effects of morbid 
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anatomy, real or fancied, upon the patient. 
In his opinion they lack knowledge of the nervous 
conditions they are attempting to cure, and he 
expressed doubts as to whether a “half dozen 
members of the Chicago Gynecological Society 
would pass a fairly good examination in neuras- 
thenia, hysteria, epilepsy, and migraine.” His 
attitude was typical of the neurologists of those 
days. 

Before passing on to the third group of more 
modern papers reflecting the present-day attitude 
of gynecologists, it would be well to make special 
mention of two phases of the matter under discus- 
sion which belong properly to our subject: (1) 
mental conditions following gynecological opera- 
tions, and (2) modern views in regard to opera- 
tions upon insane patients, as proved by actual 
experience in our insane asylums. 

1. Post-operative nervous sequel are plainly 
recognized and a considerable literature is extant 
dealing with them. 

Kaiserling (34) (1906), ina study of 29 cases of 
nervousness following gynecological operations, 
states that the condition is common and not 
enough considered. Most of his patients were in 
a more or less excited state, complained of sleep- 
lessness, with other familar symptoms. He 
believes the condition should be anticipated fol- 
lowing gynecological operations, patients care- 
fully followed up, and treatment inaugurated early. 
He recommends well directed hydrotherapy 
and other general measures, and lays emphasis 
on mental therapeutics also as a necessary means 
to betterment. The earlier cases respond better 
than the late ones. About half of his cases had 
suffered from some nervous disorder before 
operation. 

Ostrom (35) (1906) faces the possibility of a 
post-operative neurosis squarely, and thinks it 
occurs only in predisposed cases. He also thinks 
that a not always to be recognized mild septic 
condition may often be the exciting cause. In 
cases that develop immediately after operation 
the prognosis is better than in those that develop 
later on. Insomnia and digestive disturbances 
following closely on operation are to be seriously 
dealt with, since they are often precursors of 
more serious nervous disturbance. 

Crouse (36) (1910) thinks that post-operative 
pain and other ill results may come from an irrita- 
tion or an involvement of the nerve plexus 
already attacked by the original disease. This 
belief is not commonly held today. 

Thibault (37) (1912) says that a traumatic 
hysteria following a surgical operation is rare, 
though frequently it follows ordinary injury. 
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2. Insanity following gynecological operations 
would seem to be a rare occurrence. Rohé (38) 
(1893) states that as a result of communicating 
with all of the asylums of the United States and 
Canada, he found that in all of the ten years 
prior to 1893 only 25 patients had been registered 
in all of these asylums as having become insane 
following gynecological operations. 

Kelly (39) (1906) states that there is nothing 
peculiar in this association, since it occurs often 
after operation in general surgery and may follow 
even a simple fracture. He has seen insanity 
after abdominal operations only in 8 instances in 
something over 2,000 abdominal sections. 

Croom (40) (1899) cites a case of acute mania 
with death, following a single ovariotomy. He 
states as his opinion, however, that in women of 
sound mind and clean hereditary record such a 
thing is very rare, and that the insanity occurring 
after operation usually disappears. 

Doléris (41) (1899) cites a number of cases of 
systematized delirium, following operations upon 
the genital apparatus, occurring in “ neurasthenic 
subjects” without nervous hereditary disorder. 

Mauclaire (42) (1904) regards the post-opera- 
tive psychoses as rare, substantiating his views 
by quoting Werth as observing 6 cases in 228 
gynecological operations, and Segond as having 
4 cases in 642 operations. ‘These statistics would 
apparently apply to the insanities and not to the 
simpler neuroses, which we are all aware are more 
frequent. 

Picqué (43) (1906) distinguishes two forms of 
post-operative insanity — those of septic and 
toxic origin, and those occurring in old people, due 
to brain changes, or those mentally weak in 
whom there exists an intense fear and dread of 
operation. 

Hammond (44) (1906) says: “I don’t believe it 
possible for any psychosis to develop after any 
operation on the pelvic organs in a healthy brain. 
ey The principal cause is a congenitally 
defective _ brain. The _ psychological 
causes are by no means unimportant — fear 
of death from operation, disappointment at not 
being able to bear children, and the consequent 
curbing of the maternal instinct, the fear of 
loss of the husband’s love, the fear of becoming 
cold and indifferent to the husband, and the 
fear of acquired masculinity —all contribute, 
in a brain predisposed to insanity, a great in- 
fluence in developing a psychosis.” Physical 
causes and surgical shock also contribute. 

Picqué and Briaud (45) (1903) state that pelvic 
operations do not predispose to psychoses more 
than other operations. 
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The papers of Manton (46), Broun (47), 
Picqué (43 and 45), Taussig (48) (1912), and 
Régis (49) (1904-05) all reflect a large and 
carefully judged experience upon insane patients. 
They all concur in the idea that insane patients 
should be operated upon for coexisting, frank and 
outspoken gynecological diseases as one would 
operate upon the same patients if they were 
sane. They believe that an improvement in the 
physical condition may result in mental improve- 
ment, but that we cannot expect to cure such 
patients by operating. Manton (1908) states 
that he has never seen any insane patients recover 
purely through a surgical procedure. 

The summing up of Broun (47) (1908), who 
has been assisted by alienists in the psychopathic 
diagnosis, is worthy of quotation. In what form 
of insanity may the surgeon benefit his patients? 

1. “I think alienists would consider, in the 
first place, that small group of disorders in which 
operation aims to reach directly the exciting 
cause; namely, the psychoses with operable brain 
tumors, traumatic lesions of the skull, acute hal- 
lucinoses with middle ear or mastoid disease, the 
deliria in connection with local infections, and, 
perhaps, some of the psychoses accompanying 
thyroidism. 

2. “Owing to the evident complexity of the 
etiology which exists, even in the best circum- 
scribed symptomatic group, it is clear that in the 
general estimation of the value of surgical inter- 
ference it must be regarded as a procedure rank- 
ing with our other therapeutic measures which 
aim to get the patient as quickly as possible into 
a condition of bodily comfort and physical vigor. 

3. “Manic-depressive insanity is regarded 
rather as a disorder arising on a constitutional 
basis and expressing itself in one or more attacks 
liable to be elicited by a great variety of causes, 
among which states of physical ill health are very 
important. In cases where the surgeon can 
relieve the condition which is wearing on the 
patient, causing worry, pain, or loss of sleep, 
good results may be expected to follow, and some- 
times recurrence of attacks prevented. 

4. “In the alcoholic group the psychoses often 
develop in connection with some physical disease, 
especially infectious disorders, and special men- 
tion has been made by Kraepelin, Mott, and 
others of infections in the genital tract, particular- 
ly in women, as an important element in causing 
the outbreak and continuance of the psychosis. 

5. “In the infective exhaustive group good 
results can be expected wherever foci of infection 
can be attacked and removed, or where any ex- 
hausting influence can be checked. 
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6. “In the large group of dementia pracox, 
little in the way of permanent improvement can 
be expected, as it is here probably that certain 
deeply rooted inherent traits are working with 
various mental causes to bring about a gradual 
disintegration of the personality.” 

With a subject so complex and the neuroses 
still but partially understood, even by the 
neurologist who devotes a large share of his 
time and attention to them, one would hardly 
expect a perfect unanimity of opinion among 
gynecologists as to their relationship to gyneco- 
logical conditions, but years of experience in 
clinical work and a knowledge of what has tran- 
spired in the many years of gynecological history 
has brought gynecologists very close together. 
We find that they have come a long way toward 
the viewpoint of the neurologist; namely, that 
the neuroses and psychoses are essentially mental 
in character. They exhibit a marked respect 
for the mental state of patients who apply to 
them for gynecological aid, and they consult 
frequently with the neurologist for whose opinion 
they have increased respect. 

The gynecologist believes that a neurosis has 
commonly nothing to do with conditions in the 
pelvis, nor any other physical condition. He 
believes that septic conditions in the pelvis, or 
what is more common, those that are so clearly 
and frankly outspoken as to necessarily cause 
pain and discomfort, may sometimes act as so 
powerful a contributing cause as to make their 
removal an essential element in the restoration 
of the patient to a state of equilibrium. He 
believes that these same pelvic lesions at 
other times, when corrected by operative means, 
may be helpful in arriving at the same re- 
sults by putting such patients in better physi- 
cal condition. He thinks much the same 
of other physical conditions. He does not 
operate for trivial or imaginary lesions with the 
expectation of curing an abnormal mental state. 
The days of ‘‘endometritis,” “cervical stenosis,” 
“kinks and flexures,” and of “cystic ovaries”’ are 
gone. He recognizes clearly the importance of 
the ovaries in the preservation of nervous equilib- 
rium, and his attitude toward them is one of 
marked conservation. : 

With a full appreciation of what it may mean 
to his patient, he preserves or removes the various 
pelvic organs with their functions only after a 
careful consideration of the age, social condition, 
the demands for the preservation of the child- 
bearing function, the marriage relation, and men- 
struation, as well as any other matter that may 
have a bearing upon her condition of mind, 
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whenever the pathological condition gives him 
any choice. A pelvic operation is seldom a 
matter of mere mechanics. By carefully judging 
the many phases which a gynecological problem 
presents, he strives to conserve or attain a sat- 
isfactory mental state. 

I do not know that we could select two better 
papers than those of Reynolds (50) (1910), and 
Graves (51) (1913) to illustrate these ideas. 
They are practical papers, reflecting thought 
and experience, and it is safe to say that neurolo- 
gists would find little room for disagreement with 
them. 

Group 3. To this group belong a number of 
neurological papers which deal with the progress 
of neurology and the conceptions of the neurolo- 
gist, and a very few papers by gynecologists 
in whom the work of the neurologist is clearly 
recognized and upon whose ideas and writings 
the work of the latter is plainly stamped. 

During these years the neurologist has not 
been idle. Adhering persistently to the principle 
that the neuroses were essentially mental in 
nature, he has delved deep into the workings of 
the human mind, and has laboriously studied its 
phenomena. He is today more than ever satis- 
fied that the truth lies in this direction. In 
this modern study we hear little from the neurolo- 
gist concerning pelvic lesions or any other surgi- 
cal lesions as having any marked bearing upon 
the mental condition of the patient, the relation- 
ship being at best it would seem but an indirect 
one. 

In the medical sense, as Jones (52) (1913) 
says, “‘the neuroses are not diseases at all but 
only in the social sense. A medical disease is a 
product of an interaction between a given individ- 
ual and an injurious, non-human environment, 
whether the latter be a physical trauma or an 
invasion of micro-organisms. On the other 
hand, a social disease is a product of interaction 
between an individual and a certain human en- 
vironment. Put a little figuratively, it may be 
said that the neuroses are the result of a conflict 
between an individual and society, whereas other 
diseases are the result of a conflict between an 
individual and nature. This fundamental dis- 
tinction is often not grasped by members of the 
medical profession, who commonly regard all 
diseases from the one standpoint, and the failure 
to grasp it is an important reason why the pathol- 
ogy of the neuroses has in the past been investi- 
gated with signal lack of success.” 

Whereas practical neurologists, most of them 
at least, recognize the necessity of looking after 
the physical condition of the patient as being of 
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importance in the betterment or cure which they 
hope to obtain, they are turning their attention 
more than ever before to mental therapeutics. 

There have arisen a number of schools of men- 
tal therapeutics, based upon the various truths 
obtained: First (quoting from Jones), those 
having as a basis, suggestion; second, reassocia- 
tion; third, psychanalysis. 

The French have apparently busied themselves 
more with the various methods in which sugges- 
tion was the main form of dependence than other 
nations. 

Dubois (53) (1909), whose memorable work 
made such a stir in this country several years ago, 
denying the permanent good results of blind 
suggestion, appeals to the reason of the patient 
to overcome his abnormal mental state, with the 
fundamental idea that under the guidance of the 
physician the normal mental activities may be 
thus controlled. It is assumed that the patient 
is able to reason himself out of his abnormal 
mental state, and does not sufficiently recognize 
that the disturbance is an emotional one fre- 
quently beyond his control. 

One cannot speak of modern neurology without 
referring to the work of Freud (54), and it would 
seem well that every gynecologist (and for that 
matter every practitioner of medicine) should 
read Freud’s writings. It would not be to our 
purpose in this review to give even a short ab- 
stract of his ideas. One cannot but feel that 
Freud has uncovered many important and far- 
reaching truths. One has a feeling, however, 
if he may judge by hisexperience in other matters, 
that much needs to be modified, that the connec- 
tion is often less direct than he has assumed, that 
less general sweeping statements should have 
been made, and that the sexual idea fails to 
satisfactorily explain many of the abnormal 
mental symptoms with which he comes in con- 
tact. 

Freud has seemed to me to have emphasized, 
however, the essentially emotional nature of the 
neuroses. That it is the emotions of the patient 
that are primarily affected, which lead to the 
abnormal manner of thinking and the vast num- 
ber of physical disturbances of function which 
have sometimes been erroneously ascribed direct- 
ly to organic disease of the organs from which the 
symptoms arise. 

Findley’s (55) paper (1909) clearly reflects 
the influence of Dubois. He urges the necessity 
of treating gynecological patients by mental 
therapeutics when they present a neurosis. 

In conclusion, it would be well to cite at some 
length the work of Walthard (56), whose several 
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papers form a distinctly valuable contribution 
to our subject. Walthard worked with Paul 
Dubois (Berne) and his pupil, L. Schnyder (Berne), 
for ten years. His paper “Psychoneurose and 
Gynaecologie” (1912) I am giving almost in its 
entirety for it is difficult to abbreviate it much and 
maintain its clearness. 

He says the various functions of the female 
genitalia are not dependent upon the presence of 
the cerebrum. They proceed automatically in 
animals without a cerebrum, and in those that 
have been decerebrated, as do the functions 
of the circulatory, digestive, respiratory, and 
urinary organs. They proceed with machine- 
like regularity, unconsciously and automatically. 
In women with complete transverse lesions of 
the spinal cord the same may be observed. Their 
secretions are normal, they menstruate, conceive, 
carry the child to term, and go through normal 
labor. 

Mental conceptions (vorstellungen), however, 
have their effect normally upon the visceral 
organs, among which may be reckoned the genita- 
lia. For example, libidinous ideas lead to in- 
creased secretion of the bartholinian glands. 
Regularity of function is influenced also by the 
sensitiveness or irritability (erregbarkeit) of 
the central nervous system of the individual. 
This sensitiveness may be increased by the 
various poisons, such as strychnine, caffeine, 
and camphor, or by the internal secretions such 
as that of the thyroid. Hunger has the same 
effect, as does also strenuous physical or intellec- 
tual work. 

Also in a similar manner the abnormal mental 
processes of the psychoneurotic individual in- 
creases the sensitiveness. This manifests itself 
by such psychic symptoms as fear, anxiety, in- 
ward unrest, a tendency to depression, and the 
existence of physical symptoms in the form of 
functional disturbances of various organs. The 
influence of the mental processes upon the fe- 
male genitalia is then twofold —the direct 
influence of conceptions working indirectly 
through the increased irritability of the central 
nervous system. To illustrate — neurotic women 
with strong erotic ideas have a constantly in- 
creased flow from the bartholinian glands, and 
this does not subside until such erotic ideas are 
corrected. Anticipation of pain, antipathy for 
coitus or the husband, and fear of pregnancy, 
even with perfectly healthy genitalia,.may lead 
to vaginismus. A spasm may be excited by the 
mere thought of anything entering the vagina, as, 
for instance, the clicking of instruments before 
examination. Vaginismus then is not a sub- 
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cortical reflex, but a warding off movement 
induced by a mental conception. 

The body functions are, as said, influenced 
indirectly and very greatly by the increased 
irritability or sensitiveness of the central nervous 
system, brought about by the abnormal mental 
processes of the psychoneurotic patient. The 
direct influence is the conceived idea. Now, 
every individual entertains either with desire or 
aversion the ideas which touch his interests. 
These ideas lead to corresponding acts. Whether 
desirable or undesirable, many conceived ideas 
cannot end in corresponding action. When such 
ideas cannot be shut out from further considera- 
tion, their continued appraisement leads to this 
increased irritability of the central nervous sys- 
tem. With the neurotic such ideas become fixed 
— there is an inability to cease entertaining them, 
and there is a tendency to exaggerate them. 
The increased irritability found in such individ- 
uals affects the function of many of the organs, 
the sex organs among the others. The irri- 
tability is increased to such a degree that they 
note sensations which escape the healthier indi- 
vidual. 

In the female genitalia we find that this takes 
three forms: an increase of secretions, an in- 
crease in the muscular activities, or an increase 
in the conscious sensations. The secretions of 
the uterus, for example, are increased, unasso- 
ciated with any inflammatory process (simple 
leucorrheea). The influence of the psychic pro- 
cesses upon the menses is well known. They lead 
often to the early appearance or a sudden inter- 
ruption of the menses, their delay or complete 
non-appearance. Small quantities of blood may 
appear between periods. These are but examples. 
We may have abortion or premature labor, and 
marked disturbances in labor may be the result 
of this increased excitability. 

In greater degree are the conscious sensations 
arising from the female genitalia through a 
psychoneurosis under such conditions. ‘These 
conscious sensations manifest themselves in 
the outer genitalia by itching and _ burning. 
During menstruation or between periods pa- 
tients complain of a feeling of bearing down or 
falling of the genitals. Also they have various 
pains, variously described, which may give rise 
to the belief that actual disease is present. In 
dysmenorrhoea this is frequently a prominent 
factor. Walthard goes into these symptoms at 
greater length. He warns against assuming 
such disturbances to be neurotic manifestations 
unless the mental processes are shown to be of 
such a character and all other causes for a func- 


tional disturbance may be excluded. He says that 
such patients often present a normal demeanor 
and that it sometimes takes weeks or even 
months to uncover their real mental condition. 

Psychoneurotic symptoms of the different 
organs do not disturb all patients alike. As 
with the psychic processes of the healthy in- 
dividual the great majority of whose conceptions 
are passed by, so with the psychoneurotic, the 
majority of such functional disturbances are un- 
noticed. Only those symptoms which touch the 
interest of the patient (that is, which the patient 
holds as symptoms of disease) are entertained 
with a sense of aversion, and provoke a feeling 
of uneasiness and anxiety, and at the same time 
send her to the physician for relief. All other 
symptoms are passed by unnoticed and can only 
be brought out in the examination. Such psy- 
choneurotic symptoms can display themselves 
in every organ of the body, and therein lies the 
reason why one seeks the internist, the other the 
neurologist, and the third the gynecologist. 

What have diseases of the pelvic organs to do 
with the manifestation of psychic symptoms? 
Walthard states that no one today believes that 
through any physiological or pathological pro- 
cesses any permanent real change in the thinking 
processes of the individual from the normal to 
the abnormal can take place. Even extremists 
like Bossi admit a certain predisposition to a 
psychoneurosis. 

The influence of any disease of the genital 
organs on the mental process is principally a 
psychic one and not, as has been assumed, a 
physical one. The connection between the two 
is the increased affectibility (gesteigerte affec- 
livitaet). Those who examine many women will 
find that scarcely in ten per cent of the neurotic 
patients that come to him is there any gross 
pathological lesion. Where lesions are found, 
they are usually of lesser degree, such as an 
erosion, a chronic endometritis, a movable, 
retroverted uterus, or a prolapsed ovary. On the 
other hand, with rare exceptions, there are lack- 
ing with such patients gynecological diseases 
which produce hemorrhage, loss of flesh, and 
cachexia. It happens frequently that patients 
with severe neuroses are quite unaware of serious 
pathological processes in the pelvis, their atten- 
tion being concentrated upon other things, as, for 
example, in melancholia and in hypochondriacal 
and hysterical conditions. On the other hand, 
if a disturbance of the genital function touches 
the interest of the patient, it will at once be 
noticed in its slightest departure from the 
normal. The increased “affectibility” of such 
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patients makes their genital functions a matter 
of lasting fixation and consideration. We see 
such disturbances after diminution, delay, or 
failure of the menses, with its fear of pregnancy. 
We also see it when menstruation occurs where 
pregnancy is desired, or at the climacteric, with 
its fear of the disappearance of youth and for 
the infirmities of old age. Just so in the matter 
of sex relations. Only when abstinence or 
abnormal coitus awakens the ideas of deceit, 
suspicion, or remorse, which becomes fixed and 
overestimated, do psychoneurotic symptoms ap- 
pear. If the anomalies of the genital function 
call forth conceptions that they are “genitally 
diseased” or physically sick, so it is again that 
the increased affectivilaet leads to fixation and 
overestimation, whether the disease is real or 
only functional in nature. When such ideas 
can be corrected, the particular disturbance disap- 
pears, but not the fundamental abnormal man- 
ner of thinking of the individual. This all 
shows that the relation between the disturbances 
of the genital tract and the mental disturbances 
are in the main psychic. 

Material disease of the genitals themselves, 
attended with acute loss of blood or with intoxi- 
cation, may, of course, bring about psychic dis- 
turbances in those so predisposed, disturbances 
which would not have happened to them in 
health. They are like the other influences of 
every-day life — disturbances of temper, sup- 
pressed sexual feeling, acute infectious diseases, 
and intoxications—and are to be regarded as 
opportunities which inaugurate the psychic 
symptoms in those so predisposed. The pri- 
mary predisposing factor is the psychoneurosis 
resulting from birth and breeding. 

Walthard criticizes the attitude of Bossi and 
others who hold the existence of a direct connec- 
tion between the condition in the pelvis and the 
psychosis. The good results that occasionally 
follow in such patients in operations upon the 
genitals for harmless lesions are to be explained 
by suggestion, but such cures can by no means 
be relied upon. The personality of the surgeon, 
and the suggestion that comes to the patient 
through him, all go to make up the therapeutic 
result. The patient still remains, however, es- 
sentially a psychoneurotic, and such patients 
he says should be treated by psychotherapy. 
These ideas he says are much in accord with 
similar ones of the alienist, the neurologist, or 
the internist. He urges for the gynecologist 
the study of psychic neuroses from the stand- 
point of the neurologist. 

In Walthard’s second article, appearing about 
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the same time, he gives a most clear and concise 
description of the genital reflexes and_ their 
physiology. He divides them into two groups — 
the subcortical and the psychic — explains each 
and their correlation. From their behavior 
under normal conditions he passes to that under 
pathological conditions. He describes their ac- 
tion as affected by organic nervous diseases and 
the same under the influence of the neuroses. He 
shows how the pelvic functions are affected by 
the influence of the abnormal mental processes, 
and then goes in some detail into the mental 
therapeutics which he has evidently obtained 
in his association with Dubois. The paper is 
an elaboration of many matters touched upon 
in the article already reviewed. Its study in 
detail is well worth while. 

The gynecologist will look forward with much 
interest to the future work of the neurologist 
and those scientific workers who are endeavoring 
to learn more of the human mind, for the neurotic 
patient is to him a daily source of interest and 
perplexity. I understand that the study of 
comparative psychology and animal behavior 
promises to be of material aid in this future work. 
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OPERATIVE SURGERY AND TECHNIQUE 


Stewart, H. S.: 

N. Y., 

After discussing the subject the author sum- 
marizes as follows: 

1. Dried ligatures, drains, pads, etc., do not ad- 
here to wounds. 

2. The non-adhesion allows of unlimited wound 
inspection and fosters healing. 

3. The best way to treat wounds may be easily 
discovered by experimentation with boils. 

4. If one wishes to use iodine, calomel 1:1000 
should be added to the tincture, and 3i of this 
mixture and an equal part of gylcerine to ji of 
water used. This will prevent tanning and will 
permit penetration of the tissues. 

If the patient has iodine idiosyncrasy, or if for 
any reason the wound does not do well, the use of 
iodine should be abandoned at once and 1:5000 
nitrate of silver, or its equivalent, substituted. 

There is just as much difference in the wound heal- 
ing of two different patients as there is in two 
pneumonias, two typhoids, or two gouts. Routine 
treatment may be successful, but frequently it is 
not; therefore, if the patient is to use H,O2 plus 
iodine, the results to be anticipated are either good 
or deplorable; there seems to be no middle course. 

C. H. Davis. 


Wound Dressings. Am. J. Obst., 


1916, Ixxiii, 284. 


Cohn, I.: Acute Dilatation of the Stomach Com- 
plicating Operations on the Extremities. 
Ann. Surg., Phila., 1916, lxiii, 263. 


After a very careful review of all the available 
literature on the subject the author summarizes the 
experimental, pathological, and theoretical work as 
follows: 

1. The nerve supply of the stomach and intes- 
tines is intimately connected with the causation of 
acute dilatation of the stomach. 

2. The inhibitory nerve supply of the stomach 
and intestine is identical—the splanchnic. 

3. Strong impulses applied to the splanchnics 
cause a cessation of peristalsis. 

4. Whether these impulses be the result of 
trauma, infection, or what not, the effect here, as in 
shock, is the same—an acute dilatation of the 


stomach, with or without dilatation of the duode- 
num and, in some instances, part of the jejunum. 

5. Obstruction by the mesentery and its vessels 
is not present in over 50 per cent of cases. 

6. For the above reasons it seems most probable 
that we are dealing with a disturbance of innerva- 
tion, rather than a mechanical obstruction due to 
compression by the mesentery and its vessels. 

In 1902, Conner was able to collect 1o2 cases of 
acute dilatation of the stomach, 5 of which followed 
operations on the extremities. The author has 
been able to collect records of 9 cases. To these 
he adds 4 cases as the result of a personal communi- 
cation with about 125 American surgeons, and one 
case of his own. The case reported by the author 
followed an operation for osteomyelitis of the femur. 
The symptoms did not develop until four and a half 
days after operation and the patient lived eleven 
days after its onset. As much as seven pints of 
fluid was siphoned off at one time. At autopsy 
the stomach was found enormously dilated and the 
intestines were somewhat distended, but there was 
no evidence of an inflammatory process, and no 
pathology which would throw any light upon the 
etiology of the disease. GATEWOOD. 


Kane, E. O.: Use of Fluoroscope to Avoid Leaving 
Gauze Pads and Sponges in the Abdomen. 
Am. Med., 1916, xi, 55. 


An easy method of obviating the common diffi- 
culty in accounting for gauze pads and sponges after 
operations, which answers admirably, is as follows: 

All gauze pads and sponges are stamped at one 
corner with a metal button. Under the fluoroscope, 
with a powerful X-ray machine, this button can be 
clearly seen at any depth of the abdominal or pelvic 
cavity, no matter how obese the subject. When 
there is any dispute or question, after counting 
the sponges, as to whether or not one has been over- 
looked and lost within the abdomen, the patient is 
run into the adjoining X-ray room. Here, by a 
glance through the fluoroscope or by taking a 
skiagraph, the question is quickly settled. 

An ordinary glove-maker’s foot or hand button- 
stamper and the larger sizes of glove snap-buttons 
can be procured at a very small expenditure and 
nothing more is necessary. Epwarp L. CorNeELL, 
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ASEPTIC AND ANTISEPTIC SURGERY 


Rogers, A.: Toluol as a Storing Fluid for Catgut. 
Ann. Surg., Phila., 1916, Ixiii, 312. 

Considerable difficulty has been experienced in 
finding a satisfactory storing medium for catgut 
prepared by the Kroenig method whereby the suture 
material, submerged in cumol, is subjected to a high 
degree of heat. Owing to its slow evaporation, 
cumol is not desirable as a preservative. Chloro- 
form has been used, but its susceptibility to deterior- 
ation from age, sunlight, and heat makes it unde- 
sirable. 

Toluol, CeHsH3, is a very stable compound, is 
very volatile, and has a pleasing odor. It will not 
hold water in solution, and as a powerful solvent of 
fats and fatty acids is of great value in removing 
these irritating substances found in the raw catgut. 
Toluol is not irritating to tissues when applied 
superficially or deeply. It also possesses a certain 
amount of germicidal power and seems to the author 
to be much superior to any other preserving fluid 
used for storing cumol catgut. GATEWOOD. 


ANASTHETICS 


Coburn, R. C.: Notes on Nitrous Oxide Adminis- 
tration. J. Am. M. Ass., 1916, Ixvi, 799. 


Even with the accumulated knowledge gained 
from several years’ experience in the prolonged 
administration of nitrous oxide (and oxygen), 
there is still quite a tendency shown by some to 
disregard essential elements of safety, especially 
when nitrous oxide, administered with normal 
oxygenation, does not furnish a sufficient depth of 
anesthesia. Increasing the percentage and, therefore, 
the amount of nitrous oxide inhaled, of course, 
deepens the anesthesia and this is often a great 
desideratum; but the increase in the depth of 
anesthesia thus gained simultaneously decreases 
the oxygenation and herein lurks the danger. Most 
patients can tolerate decreased oxygenation for a 
short time and when from experience with this class 
. of patients the anesthetist becomes emboldened 
to minimize the danger arising from subnormal 
oxygenation, sooner or later a patient who cannot 
tolerate even temporarily a decreased oxygenation 
reaches the service of such an anesthetist and serious 
results sometimes follow very quickly. It cannot 
be stated too frequently or too emphatically that 
with an anesthetic cyanosis is a danger signal that 
should not be disregarded. 

The addition of a small amount of ether to nitrous 
oxide not only increases the depth of anaesthesia, 
but acts as a stimulant as well, and in this particular 
enhances the safety of nitrous oxide. ‘To insist 
that either straight nitrous oxide or straight ether 
shall be administered is to limit greatly the use of 
this most bland anesthetic and, at the same time, 
create such a general atmosphere that when it is 
used, if with normal oxygenation it does not furnish 
sufficient depth of anesthesia, the nitrous oxide 
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is increased by decreasing the oxygen, thus in a 
greater or less degree endangering the patient. 

Proper nitrous oxide administration requires more 
attention to technique than the other general ans- 
thetics. Rebreathing through a long tube un- 
necessarily consumes the patient’s energy at a time 
when it should be conserved and causes an unduly 
rapid accumulation of carbon dioxide on account of 
the space in the mask and long tube preventing an 
immediate and thorough mixture of the expirations 
with the contents of the bag. Rebreathing cer- 
tainly enhances the safety of nitrous oxide, but 
whenever rebreathing is used, the bag should be 
close to the patient’s face. 

Nitrous oxide causes more swelling of the soft 
tissues of the upper respiratory tract than the other 
anesthetics and at the same time increases the 
volume of respiration per unit of time; in its ad- 
ministration, therefore, it is very important to 
keep the respiratory passages open. 

Preliminary medication in nitrous oxide adminis- 
tration is a very important matter. Morphine 
tends to allay pre-operative fear and renders the 
induction smoother. 

The use of a local anesthetic to block off the trau- 
matized areas is not nearly so general as its merit 
warrants. There is no question but that this pro- 
cedure when properly carried out prevents shock and 
permits the use of a lighter general anesthesia, and 
this is especially shown when nitrous oxide is 
administered. Epwarp L, CorneLt. 


MacNider, W. D.: The Inhibition of the Toxicity 
of Anesthetics for the Nephropathic Kidney. 
J. Pharmacol. & Exper. Therap., 1916, viii, 116. 


The experimental data which forms the basis of 
this study has been obtained from observations 
upon 28 dogs. The animals were rendered acutely 
nephropathic by the administration of uranium 
nitrate subcutaneously, the dose being 5 mg. per 
kilogram on two successive days. At the end of 
this period the animals were rendered partially 
anesthetized by morphine sulphate in doses of 
0.25 ccm. of a 4 per cent solution per kilogram. 
The anterior abdominal wall was anesthetized by a 
2 per cent solution of cocaine and the bladder was 
exposed and the urine expressed. The bladder 
was then returned to the abdomen and the incision 
closed. 

Two animals were employed in each experiment. 
One of the animals was given intravenously 25 ccm. 
per kilogram of a 3 per cent solution of sodium car- 
bonate, while the other animal, which served as a 
control, was given an equal volume per kilogram 
of a o.9 per cent solution of sodium chloride. Both 
of the animals were anesthetized by Grehant’s 
anesthetic in 60 per cent strength. The anesthesia 
was allowed to persist for two hours and forty-five 
minutes. At the end of this time any urine which 
had been formed during the period of anesthesia 
was expressed from the bladder and measured. 
The kidneys were removed for histological study. 
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The animals which received the intravenous in- 
jection of the carbonate solution showed in every 
instance a much greater output of urine during the 
period of anesthesia than did the animals which 
received the same volume per kilogram of sodium 
chloride solution. These control animals (sodium 
chloride), either became acutely anuric from the 
anesthetic or the output of urine, as compared with 
the output by the carbonate animals, showed a 
very great reduction. 

The kidneys of the control animals showed an 
epithelium which was acutely swollen and in various 
stages of necrosis. These changes were most 
pronounced in the convoluted tubules. Accumula- 
tions of fat were marked in the loops of Henle. 

The kidneys of the animals which received the 
sodium carbonate solution showed an epithelium 
which gave but slight evidence of injury. There was 
no necrosis of the epithelium. Fat accumulations 
in the loops of Henle were slight or absent. 

In both types of kidneys the vascular pathology 
consisted in an acute engorgement of the glomerular 
vessels. There was no histological evidence of 
degeneration in the glomeruli. 

The intravenous use of a solution of sodium car- 
bonate protects the kidney acutely nephropathic 
from uranium against the toxic effect of Grehant’s 
anesthetic. 

This protection is associated with the histological 
preservation of the renal epithelium. 

GeorceE E. BEILBy. 


McCarty, F. B., and Davis, B. F.: The Use of 
Warmed Ether Vapor for Anesthesia. Ann. 
Surg., Phila., 1916, lxiii, 305. 

As a result of experiments upon animals the 
authors found no evidences of the superiority of 
warmed over unwarmed ether vapor sufficient to 
warrant its general use. Their conclusions are as 
follows: 

1. The amount of heat required to warm ordinary 
ether vapor as used in anesthesia by the open or 
closed methods, or by intrapharyngeal or intra- 
tracheal insufflation, to body temperature, is so 
small as to be a neglibible factor in lowering body 
temperature and in inducing shock in anesthetized 
patients. 


SURGERY OF THE 
HEAD 


Schwartz, A., and Mocquot, P.: The Immediate 
Treatment of Head Injuries from Projectiles. 
Practitioner, Lond., 1916, xcvi, 278. 


An outline is given of the procedure in the treat- 
ment of head injuries by projectiles, as soon as they 
are brought in from the firing line. The authors 
think that every head injury should be operated 
upon at once because of the fact that cases present- 
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2. The warming of ether vapor, however ad- 
ministered, is accomplished in the mouth, pharynx, 
trachea, and primary bronchi, and the anesthetic 
reaches the alveoli at body temperature. 

3. The quantity of ether required to produce and 
maintain anesthesia does not appear to be materially 
influenced by warming the ether. 

4. So-called cold vapor does not appear to be 
more irritating to mucous membranes than warmed 
ether. 

5. No more mucus and saliva is secreted when 
anesthesia is induced and maintained with cold 
ether than when the ether is warmed. Gatewoop. 


SURGICAL INSTRUMENTS AND APPARATUS 


Stewart, L. F.: Combination Needle-Holder and 
Ligature Scissors. Swurg., Gynec. & Obst., 1916, 
xxli, 489. 

The instrument described is a combination needle- 
holder and ligature scissors, the holder portion of 
which is of the long shank hemostat type similar to 
the Deaver needle-holder. The needle-holder jaw 
that is superior when the holder is properly held in 
the right hand has a cutting edge that is slightly 
curved on the flat. The cutting edge is on the side 
of the jaw that would lie inferiorly when the right 
hand is rotated to the right. A scissor blade fits 
the jaw blade in contour and has a shank with a 
finger-holder that terminates just anterior to the 
finger-holder of the needle-holder shank which 
accommodates the ring-finger. The middle finger 
fits in the finger-holder of the scissor shank and 
operates the scissors. The scissor shank has a 
separate screw lock just anterior to the screw lock 
of the needle-holder. 

The scissor attachment does not affect the 
strength of the instrument, and the additional finger- 
holder makes it easier to operate. The scissors 
being curved on the flat and having a blunt extrem- 
ity permits slight possibility of injuring structures 
when cutting ligatures. 

The advantages of the instrument to one who ties 
and cuts his own ligatures is that ligatures or sutures 
can be passed, tied, and cut, without removing the 
instrument from the hand or making it necessary to 
pick up other instruments. 


HEAD AND NECK 


ing little external wounds may show serious damage 
to the underlying skull and brain. The procedure 
consists in the enlargement of the wounds in the 
skin and bone, the removal of splinters, and also 
of the projectile when it is present. The projectile 
should never be sought for in the braih substance 
at this early stage. Most careful hemostasis is 
essential. All wounds are provided with drainage. 
When the dura mater is intact below a fracture, 
and is of normal color and consistency, with no 
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cerebral symptoms apparent, it is not interfered 
with. If, however, the patient shows cerebral 
symptoms or if the dura is bulging or shows a blue 
discoloration beneath it, it is incised and drainage 
instituted. Penetrating wounds of the skull are 
the most serious type to deal with. It is necessary 
to trephine both at the point of entrance and exit 
of the projectile. Fragments of the skull, if they 
are loose, are taken out. Great care must be ex- 
ercised in their extraction so as not to damage the 
underlying veins during the procedure. Severe 
wounds with haemorrhage and protrusion of the 
brain substance are dealt with in a similar manner. 
A sufficient area around the wound is cleaned and 
shaved and prepared for operation as though a 
craniotomy was to be done in each instance. The 
authors prefer an H-shaped incision with the hori- 
zontal bar of the H running anteroposteriorly, 
and about twice the length of the vertical arms. 
This can readily be enlarged in any direction if 
necessary. It is advised that the drainage be left 
in place from ten to twelve days and only the super- 
ficial dressings be left up to this time when the tissues 
acquire an added immunity and enough resilience 
to keep them from being torn open by the removal 
of drainage. The authors lay stress on the import- 
ance of laying these comatose patients on good beds 
provided with rubber rings or small air cushions. 
Scrupulous attention must be paid to their bodily 
cleanliness to avoid bed-sores. Harry G. SLoan. 


Payne, J. L.: War Injuries of the Jaws and Face. 
Lancet, Lond., 1916, exe, 569. 

Fractures of the maxilla and mandible sustained 
in war differ from civil cases of jaw injury in the 
frequency of the occurrence of multiple fractures, 
comminution of bone, loss of substance, degree of 
displacement of fragments, the frequency of foreign 
bodies, and in the cicatrization of soft tissues, most 
trouble being associated with the mandible. Jaw 
injuries could be clinically classified into six groups: 
(1) fractures of the mandible without displacement 
of the line of occlusion; (2) single fractures with 
lateral displacement; (3) single fractures with ver- 
tical displacement; (4) two or more fractures of the 
mandible with loss of substance; (5) gunshot wounds 
of the maxilla; (6) fractures involving loss of the 
anterior portion of the mandible, the maxilla, or 
the whole of one side, together with the adjacent 
soft tissue. 

Co-operation between the general and the dental 
surgeon should eliminate unnecessary operations 
and the sacrifice of tissue which could have been 
saved. Restoration treatment may be considered 
under four heads: (1) reduction of displacement 
of bony fragments; (2) retention of these frag- 
ments in a position which allows of normal occlu- 
sion; (3) reduction of cicatricial contraction, res- 
toration of muscular equilibrium, and the remolding 
of facial tissues; (4) the fitting of a permanent pros- 
thetic apparatus. 

Union of the maxilla did not present such difficul- 


ties as that of the mandible, because of the better 
support and blood supply. In the absence of sepsis, 
union of the upper jaw usually occurs in a few 
weeks. The use of interdental splints does not 
necessarily tend to promote sepsis, as they are 
easy to keep clean. Efficient drainage is essential 
and thorough irrigation must be carried out from 
the start. To favor osseous union rest is important 
but absolute fixation is not necessary. Early at- 
tention to these cases saves loss of occlusion, such 
as has been the lot of too many patients. 
E. K. ARMSTRONG. 


Reynolds, G. E.: Sinus Thrombosis in Compres- 
sion. J. Am. M. Ass., 1916, lxvi, 952. 

The author formerly believed that in cases of 
acute pressure on the surface of the brain of a non- 
septic and non-malignant nature, the patient would 
recover if the pressure was removed before the vital 
centers were on the verge of complete paralysis or 
the vasomotor center near to the end of its secondary 
depression and sepsis could be excluded. ‘Two cases 
of fatal termination after meningeal hemorrhage in 
which of the three main causes of thrombosis, viz., 
sepsis, vessel wall damage, and stasis, only the 
latter could be held accountable, has modified his 
opinion. 

In the first case operation was not done for 
sixteen hours after the original injury. A very 
extensive clot was found in the temporal region, and 
death occurred one week later without the patient 
having regained consciousness. Thrombosis of the 
longitudinal sinus and the veins leading to it was 
the only cause found. In the second case operation 
after fourteen hours of unconsciousness revealed a 
large subarachnoid hemorrhage. Necropsy the 
next day showed a firm thrombosis of the right 
lateral sinus, extending into the torcula and in- 
volving the straight sinus. In both instances the 
thrombosis was thought to be due to the prolonged 
pressure. 

These cases are further evidence in favor of early 
decompression in well established cases irrespective 
of their cause or localization. Before surgery is 
employed an accurate diagnosis is essential, as the 
most profound hemiplegias may result from nothing 
worse than an angiospasm. E. K. ARMSTRONG. 


Skinner, E. H.: Intracranial Aerocele. J. Am. M. 
Ass., 1916, Ixvi, 954. 

The patient had sustained a fracture of the right 
supra-orbital ridge of the skull with apparent re- 
covery, but complained of dizziness and headache. 
Roentgen negatives showed a cavity containing air 
or gas and a comminuted fracture of the right frontal 
bone. The interpretation of the shadow as being 
subdural depended upon its round shape. Opera- 
tion confirmed the roentgenoscopic diagnosis, and 
analysis of the collected gas showed it to be com- 
posed of oxygen, 1.8 per cent, nitrogen, 98.2 per 
cent, being practically air from which the oxygen 
had been removed by absorption. Twenty days 
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after operation the patient developed headache, 

temperature of 104°, and coma. Death occurred 

the next day, the necropsy showing leptomeningitis 

with a large amount of pus at the base of the brain. 
: E. K. ARMSTRONG. 


Duval, P.: Cranioplasty: Metallic, Cartilaginous, 
or by Bone-Plate (Cranioplastie par plaque 
métallique, cartilagineuse, ou osseuse). Bull. et 
mém. Soc. de chir. de Par., 1916, xlii, 611. 

Duval has performed 18 cranioplastic operations, 

9 of which were with aluminium plates, 1 bone-flap, 
and 8 cartilaginous reparations according to Mores- 
tin’s method. In his early practice he used metal 
plates, but following Morestin’s communications he 
used pieces of cartilage cut from the patient and he 
has now completely abandoned all other methods, 
owing to the excellent results he obtained from the 
use of cartilage. W. A. BRENNAN. 


Quénu, E.: Extraction of a Projectile from the 
Brain; Use of the Bergonie Electrovibrator 
(Extraction d’un éclat d’obus du cerveau; utilisa- 
tion de Vélectro-vibreur Bergonie). Bull. et mém. 
Soc. de chir. de Par., 1916, xlii, 681. 

The patient in this case was wounded in June, 
1915. The head wounds were multiple. Two 
pieces of projectile were discharged by the mouth 
within a short time, but radiography disclosed a 
third piece in the left zygomatic region against the 
base of the brain. Owing to persistent symptoms 
he was operated upon in January, 1916. Ex- 
ploration of the zygomatic fossa was negative, but a 
small rounded orifice was discovered at the cranial 
surface, and the Bergonie electrovibrator applied 
at this point gave very clear vibrations. The 
orifice was enlarged by trepan and the dura water 
exposed. On incising the latter the projectile was 
found embedded 2 or 3 cms. in the cerebral sub-tance. 
It was extracted and the man has recovered com- 
pletely. W. A. BRENNAN. 


Throckmorton, T. B.: Cerebral Abscess, Probably 
Primarily Due to Suppurative Tonsillitis. 
Chicago M. Recorder, 1916, xxxviii, 128. 

The history is given of a man, 21 years of age, who 
complained of partial ankylosis of the jaw, ten 
months after an attack of tonsillar abscess. Fifteen 
months later he developed an abscess in the right 
temporal region which was drained, followed by a 
secondary operation to resect the necrosed zygomatic 
process, condyle, and neck of the mandible, at which 
time an area of bone was found anterior to and above 
the temporal articulatory surface entirely denuded 
of pericranial membrane. Following operation, the 
patient developed a gradually increasing right- 
sided exophthalmos and a small amount of pus was 
evacuated from the orbital cavity. He gradually 
developed symptoms of brain abscess without local- 
izing symptoms and an exploratory incision evacu- 
ated a right temporal abscess with relief of symptoms 
foratime. The patient died a month later. 
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The author thinks the portal of entry for the 
organism causing the temporal abscess was through 
that portion of the skull anterior to and above the 
right temporomandibular joint, a spot made vul- 
nerable by the loss of the pericranial membrane. At 
autopsy the dura and surrounding tissues at a 
point corresponding to the denuded portion of the 
bone showed marked inflammatory changes. 

ELLEN J. PATTERSON. 


Goetsch, E.: The Influence of Pituitary Feeding 
upon Growth and Sexual Development. Bull. 
Johns Hopkins Hosp., 1916, xxvii, 29. 

The dried powdered pituitary extract, derived 
from both the anterior and posterior lobes of the 
gland, when fed to young rats in excessive doses 
(o.1 gm. daily), causes failure to gain in weight, loss 
of appetite, increased peristalsis, a mild enteritis, 
and certain nervous manifestations, such as mus- 
cular tremors and weakness of the hind limbs. 
The latter symptoms are undoubtedly due to the 
posterior-lobe element in the whole-gland extract, 
for they are similarly produced by using posterior- 
lobe, but not by using anterior-lobe extract. Even 
when whole gland is fed over a short period of time 
(from 25 to 40 days), it causes a more rapid growth 
and development and gain in weight, larger nipples 
in the female, and a coarser, drier, harsher growth 
of hair than is seen in either control animals or 
after similar administration of ovarian (corpus 
luteum) extract in equivalent dosage. In compar- 
ison with the development in control animals, the 
ovaries, tubes, and cornua of the uterus of animals 
fed with whole-gland extract are larger, more vas- 
cular, and oedematous in appearance, indicating in- 
creased development and activity. The testes show 
a considerably earlier growth and development; 
they are completely and permanently descended at 
an earlier age? and their gross weight is greater 
than in the control animal. 

The feeding of pituitary anterior-lobe extract 
causes increased weight and greater and more 
vigorous body-growth and development over the 


control. There is similarly an earlier and more ac- 
tive genital development. ‘The fur is harsher and 
thicker. Loss of weight, enteritis, and nervous 


manifestations are not observed as in the beginning 
of whole-gland feeding. As compared with the 
control, the animal fed with anterior lobe for only 
40 days shows an earlier descent of the testes, which 
are also larger, more vascular and heavier, not only 
absolutely, but in proportion to the body-weight. 
The testis is mature at least as early as two and one- 
sixth months after 40 days of anterior-lobe feeding. 
The period of complete sexual development is 
shortened by at least one month, or about one-third 
of its normal time. Histologically, the testis at 
this age is mature; it shows an abnormally early 
and active karyokinesis, more active, in fact, than 
is seen in the testis of a normal rat at the age of 
from three to four months. The testis of the con- 
trol at this same age is quite immature. The in- 
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terstitial cells do not seem to increase in number pro- 
portionately to the increase in spermatogenic cells 
and spermatozoa. The epididymis contains more 
spermatozoa and has a more active-looking structure. 
The prostatic gland, seminal vesicles, and vas 
deferens show a correspondingly early and _ in- 
creased development and activity. These changes 
produced by the feeding of anterior lobe indicate 
that the latter supplies the active principle in the 
whole gland responsible for the changes reported 
above, following the feeding of whole-gland extract. 
After prolonged feeding of anterior-lobe extract, 
over a period of eight or nine months, the sexual 
instincts are early awakened, along with the early 
maturity of the sex glands. As a result of this, a 
pair of rats, after anterior-lobe feeding for a number 
of months, bred earlier and oftener, the female 
of this pair having two pregnancies in seven months, 
as compared with none in the female of the control 
pair. The effect of anterior-lobe feeding lasts 
throughout the adult life of the animal. The control 
rat never reaches the degree of development and 
activity shown by the animal receiving the anterior- 
lobe extract, for even at the age of ten months, 
after eight and one-half months of anterior-lobe 
feeding, the latter still shows a greater, more active, 
and mature sexual development than the control. 
The feeding of pituitary anterior lobe to parent 
rats exerts its stimulating influence upon the off- 
spring in intra-uterine life and during lactation, and, 
when the experiment is carried further and the feed- 
ing to the young is continued after weaning, it has 
an even greater stimulating effect upon growth, 
weight, and development, and causes earlier and 
more frequent breeding and an increased number of 
offspring in the litters. The stimulating effect 
upon the sex glands is greater, the longer the in- 
fluence of anterior-lobe administration is exerted. 
The extract of pituitary posterior hobe, even after 
prolonged administration, does not stimulate 
growth in general nor the development of the sex 
glands, as does anterior lobe even after a very short 
period. Thus, for example, there is a much less 
marked development of the sex glands after ad- 
ministration of posterior lobe for seven and one- 
half months than after anterior-lobe administration 
for two and one-half months. The posterior-lobe 
element in the whole-gland extract has an undoubted 
retarding influence upon the development of the 
sex glands, an effect very similar to that of ovarian 
extract upon the testes. This is shown by the re- 
latively incomplete development of the testes, for 
example, after eight and one-half months of poste- 
rior-lobe feeding. If given in too large a dose, the 
extract causes loss of weight in the rats, a mild 
enteritis, and increased intestinal peristalsis. 
Ovarian extract (corpus luteum), when fed to the 
male, especially, causes a tendency toward the 
deposition of fat, not only in the body generally, 
but in the testes and other glands as well, with a 
resultant marked increase in weight. The fur is 
heavier and coarser than in the animal fed with the 
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It does not cause an early 
descent of the testes. The latter are slightly heavier 
than those of the posterior-lobe-fed animal. This 
may be due, however, to an inhibiting effect exerted 
by the posterior-lobe extract rather than to any 
stimulating effect of the ovarian extract. The 
tendency to retardation of testicular development 
is, possibly, more definite after ovarian feeding than 
after posterior-lobe feeding. Corpus luteum, when 
fed to the female rat, is equally as stimulating as 
whole pituitary gland (active because of the an- 
terior-lobe element which it contains), but not so 
nga as the equivalent weights of anterior 
obe. 

Following ovarian feeding there is, as compared 
with conditions in ‘the control, increased develop- 
ment and activity of the female sex glands, increased 
follicle formation, a moderate increase in interstitial 
tissue, and increased branching of the fimbriated 
extremity of the tube. Prolonged ovarian feeding, 
e.g., for five to six months, to the male rat, as com- 
pared with the control, has the following effect: 
The gross size and weight of the testes, both abso- 
lutely and in proportion to the body development, is 
less and, histologically, the sex glands of the male 
show a retarded development and evidences of 
diminished activity. The definitely retarding in- 
fluence of ovarian extract upon the male sexual 
development is exerted throughout the animal’s life. 

Briefly, then, pituitary extract (anterior lobe), 
when fed to young rats, has a stimulating effect 
upon the growth of the animal and upon its sexual 
development and activity. Posterior-lobe extract, 
when thus given, has a retarding influence. Ovarian 
extract (corpus luteum) has a stimulating influence 
upon the female and a retarding influence upon the 
male sexual development. Epwarp L. CorneELL. 


posterior-lobe extract. 


NECK 


Plummer, W. W.: Cervical Ribs, Report of Seven 
Cases with One Operative Case. Am. J. Orth. 
Surg., 1916, xiv, 146. 

The author reports a personal experience with 
seven cases. Cervical ribs have been observed as 
unilateral or double, usually related to the seventh 
cervical vertebra, and varying in completeness from 
a fully developed rib with articulations and muscle 
attachments down to a mere enlargement or over- 
growth of the costal process of the vertebral unit. 
The commonest clinical evidence of the presence 
of the extra rib has been a neural disturbance in the 
arm associated with pain, or pain and varying de- 
grees of paralysis referable to the distribution of 
the ulnar nerve, and suggesting pressure on or in- 
jury to the eighth cervical root. Less frequently 
disturbances in the circulation of the upper ex- 
tremity, and spinal deviations have been observed. 
Apparently the size and shape of the rib do not bear 
any definite relation to the intensity of the symptoms 
produced. Many cases are discovered accidentally. 

Pure LEWIN. 
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Holding, A. F.: 
of Tuberculous Glands. 
Ixxxix, 471. 


The Non-surgical Treatment 
Med. Rec., 1916, 


Having observed the good effects of roentgen rays 
on tuberculous glands during the past fifteen years, 
Holding expresses surprise that the method is little 
known and seldom advised by the medical profes- 
sion. He illustrates this by quotations from several 
recent writers. 

Holding states that in caseous glands, or those 
that have begun to break down in the center, pus 
formation is hastened by the roentgenization so that 
the lesion rapidly increases in size. Unless fore- 
warned the patient usually becomes frightened at 
this condition, thinking that the glands are being 
made worse by the treatment. They soon “point,” 
and after an incision and evacuation of the pus 
these cases usually progress uninterruptedly to 
cures. 

The best results from roentgen therapy are ob- 
tained in the advanced caseous lesions or those in 
which sinuses have formed; that is, in cases in which 
external drainage obtains. 

In the early hyperplastic form of the disease, 
slower and less brilliant results follow X-ray treat- 
ment. Patients in whom the periphery of the 
lesion is ill-defined, oedematous, and actively ad- 
vancing are much less favorable operative risks 
than when the glands have no periadenitis, are 
discrete, and not active. In these cases a tentative 
course of X-ray treatment is advisable even if 
subsequent operation is contemplated. This will 
reduce the activity of the process, stop peripheral 
extension, and reduce the lesion in size, and it can 
be removed surgically if time is a factor. If surgical 
removal is to be done after the active process has 
been controlled by roentgen therapy the operation 
should be performed before sufficient time has 
elapsed to allow post-roentgen fibrosis to develop. 

Seventy cases of tuberculous glands treated by 
Holding were classified, according to Blaisch, as 
follows: (1) hyperplastic type, 16; (2) caseous or 
purulent type, 24; (3) ulcerated or fistulous type, 30. 

In the first class 3 became symptomatically well; 
2 were improved and relapsed later and were symp- 
tomatically cured by a second course of treatment; 
5 disappeared from observation; 5 were improved 
and later submitted to an operation; 1 was un- 
improved. 

In the second class 19 became symptomatically 
well; 2 disappeared from observation; 3 were im- 
proved. 

In the third class 25 became symptomatically 
well; 5 disappeared from observation. 

The essentials of deep roentgen therapy are the 
use of the Coolidge tube, high voltage, measured 
maximum skin dosage, crossfiring, and filtration of 
the rays, given in three to ten series of treatments. 
If the dose to each skin area is limited to 15X (Kien- 
boeck), no disagreeable skin symptoms will follow. 

The conclusions are: 

1. The efficacy of X-ray treatment in tuberculous 
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adenitis has been demonstrated, over 1,500 success- 
ful cases having been reported. 

2. The surgical treatment which was orthodox 
before the discovery of the X-rays and their thera- 
peutic value is still advised by many members of 
the medical profession. 

3. Non-surgical methods, including the X-rays, 
deep hyperemia, and tuberculin, should be tried 
before any case is submitted to radical operation. 

Davip R. Bowen. 


Reder, G. J.: Cerebral Nerve Disturbances in 
Exophthalmic Goiter. Am. J. M. Sc., 1916, 
cli, 339. 

The author calls attention to the cerebral nerve 
palsies which occur in exophthalmic goiter as rare 
manifestations of the disease. Not more than 80 
cases in all are recorded, there being only 4 cases 
reported in American literature. The case reported 
is the first instance which has come under observa- 
tion in the Johns Hopkins Hospital. 

The patient was a Russian Jew, aged 23 years. 
A year after the appearance of the goiter (1910) 
the patient became aware of a droop of the right 
upper lid; a similar condition of the left lid soon 
followed. This bilateral ptosis gradually became 
more marked. Soon after the appearance of the 
ptosis the patient was troubled with double vision, 
which persisted. About five weeks before admis- 
sion, owing to loss in the power of mastication he 
was unable to chew solid food. For a month he 
had had difficulty in speech, jumbled his words and 
talked through his nose. A week before admission 
he lost his voice completely for a period of three 
days. For the same period his tongue felt thick. 
He had difficulty in swallowing, and fluids taken by 
mouth were repeatedly regurgitated through the 
nose. Great weakness of the upper and lower limbs 
compelled the patient to give up work. 

A striking feature on examination was the pa- 
tient’s facial appearance: drooping lids, pro- 
truding fixed eyes, mask-like face, open mouth, and 
hanging jaw. He was extremely weak and suffered 
from marked dyspnoea. Unable to expel mucus 
which collected in his throat he had frequent violent 
paroxysms of coughing. His voice had a nasal 
quality. He was clear mentally, but emotional. 
Exophthalmos was extreme. The thyroid was 
much enlarged. There was complete bilateral 
ptosis and fixation of the globes. The pulse was 
about 120 per minute and there was well-marked 
tremor of the fingers. The hands and feet were 
perspiring. Pigmentation was pronounced. Nau- 
sea, vomiting, and a rather persistent diarrhoea 
were complained of during his illness. The blood 
count showed white cells 9,000; polymorphonuclears, 
71 per cent. 

Double vision was constant. Movements of the 
head from side to side had no influence on the posi- 
tion of the eyeballs. There was complete ophthal- 
moplegia externa, a complete paralysis of the third, 
fourth, and fifth cerebral nerves. The fifth motor 
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seemed markedly involved. Facial weakness was 
manifest on both sides. 

Ligation of the superior thyroid arteries was per- 
formed. Death occurred on the second day, due 
apparently to acute respiratory paralysis. 

The literature on cerebral nerve disturbances in 
exophthalmic goiter is summarized by Heuer, who 
calls attention to a comprehensive article by 
Sattler and Kappis published in 1911. Reported 
cases show that the oculomotor nerve has been most 
frequently affected. Single muscles or all the 
muscles supplied by this nerve have been involved. 
Kappis collected over 40 cases in which the eye 
muscles alone were affected. Isolated palsies may 
occur, but combinations of various kinds are most 
commonly seen. A pure ophthalmoplegia externa 
has been observed in 6 cases. Isolated palsy of 
the fifth motor has not been observed; combined, 
this nerve has been affected five times, chiefly in 
cases of bulbar paralysis. 

With the exception of palsy of the facial, 5 cases 
of which have been reported, isolated palsies of the 
remaining cerebral nerves are extremely rare. 
Combined palsies of these nerves are not uncom- 
mon, and the most varied clinical pictures occur. 
The spinal accessory appears to be the only cranial 
nerve which has escaped involvement in exophthal- 
mic goiter. 

The cases with bulbar paralysis have all been 
severe cases of exophthalmic goiter, and in most 
instances the disease has run a rapid course. Death 
has invariably followed the appearance of these 
symptoms, and in the majority of instances within a 
short time. 

As regards the etiology of nerve palsies in exoph- 
thalmic goiter, it is assumed that the disturb- 
ances are of a toxic nature. 

Comparatively few pathological lesions in the 
brain have been recorded in the cases of exophthal- 
mic goiter with nerve palsies, though in 4 of the 6 
cases with bulbar paralysis in which autopsies were 
obtained, definite lesions were present in the 
medulla associated with extensive degeneration of 
fiber tracts. 

The palsies may appear at any stage of the dis- 
ease. In most cases they manifest themselves 
months or even years after the onset of the disease. 
They may begin insidiously or quite suddenly. In 
no case has the palsy been benefited by operation, 
although marked improvement in other symptoms 
has been noted. There are 2 cases, however, in 
which palsies of short duration have disappeared 
without operation on improvement of the other 
symptoms, and 3 cases in which there was a partial 
recovery of the palsies. 

In the differential diagnosis, myasthenia gravis, 
which is at times associated with exophthalmic 
goiter may cause uncertainty as to diagnosis. 
Sattler reports 6 cases in which a positive myasthenic 
reaction was obtained, with variation from day to 
day in the palsies. Brain tumor, cerebral hamor- 
rhage, multiple neuritis, and multiple sclerosis 
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have all been observed associated with exophthalmic 
goiter and might also give rise to some difficulty in 
diagnosis. E. H. Poot. 


Swan, J. M.: Observations on the Blood-Pressure 
in Cases of Dysthyroidism. Jnterst. M. J., 1916, 
xxiii, 186. 

Swan gives an account of blood-pressure observa- 
tions made in 50 cases of dysthyroidism in varying 
degrees of intensity. The cases were analyzed with 
regard to systolic, diastolic, and pulse pressures, 
as well as to the functional capacity of the heart. 
Riva-Rocci and Tycos instruments were used with 
a twelve-inch cuff. The author adopted Woley’s 
figures as normal for the different ages. Systolic 
pressure for persons between 15 and 30 years of 
age was 122, between 30 and 40, 127, and from 4o 
to 50, 132 mm. 

The author divided his series into three classes. 
Of the 50 cases, 21 had a normal blood-pressure 
for their age; 15 had a low pressure; and 14 had a 
high blood-pressure. Detailed charts were given, 
covering the various observations and their time 
intervals. Several blood-pressure charts, taken 
during operation for thyroidectomy, were also 
given. 

The following conclusions were drawn: (1) The 
effect of thyroidism on the blood-pressure is to 
lower the systolic; this is accompanied by an 
increase in the pulse pressure. (2) After the case 
has persisted for a varying period, and after the 
development of cardiac hypertrophy and vascular 
changes, the cases are converted into typical 
examples of chronic hypertension. (3) The myocar- 
dium is disturbed in nearly all cases, whether there 
is clinical evidence of such disturbance or not. 

Harry G. SLOAN. 


Kendall, E. C.: The Function of the Thyroid- 
parathyroid Apparatus. J. Am. M. Ass., 1916, 
Ixvi, 811. 

No complete hypothesis can be formulated at 
this time when many other factors remain so 
obscure, but the process occurring in the normal 
animal may be outlined as follows: The body 
proteins are decomposed to a slight extent into 
amino acids. These, under proper conditions and 
in the presence of the iodine compound, are de- 
aminized and the products of this reaction are then 
burned either directly into carbon dioxide and water 
or are used for the formation of carbohydrates, 
fats, etc. If, for any cause, an increase in the 
amount of the iodine compound in the cell is brought 
about, the speed at which this reaction takes place 
is increased, the equilibrium between proteins and 
amino acids is disturbed, more amino acids pass 
into the reaction, and ultimately the proteins, 
unless replenished, are exhausted. At the same 
time the products of the reaction, deaminized 
acids, are formed in increased amount. This results 
in an increased speed of the processes of oxidation 
and the formation of carbohydrates and fats. The 
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delicately balanced relations between proteins, 
carbohydrates, fats, and oxidation are, therefore, 
affected at a vital point since the equilibrium of 
the entire body is changed and the speed of reaction 
of all body functions is increased. 

The presence of the deaminizing catalyzer does 
not affect the mechanism of the formation of 
body proteins from foreign proteins, or the decom- 


SURGERY OF 
CHEST WALL AND BREAST 


Sekiguchi, S.: Hypophyseal Disorder in Mammary 
Cancer and Its Relation to Diabetes Insipidus. 
Ann. Surg., Phila., 1916, Ixiii, 297. 


Diabetes insipidus has been divided into the 
symptomatic, due to some organic brain disease, as 
irritation of the medulla, pons, or cerebellum, and 
the idiopathic which occurs without any patho- 
logical findings and without any accompanying 
clinical symptoms. The latter is not to be confused 
with hysteropsychopathic polyuria or that pro- 
voked by some emotional stress, but is probably a 
disordered kidney function. 

Certain diseases of the hypophysis, such as 
acromegaly and adiposogenital dystrophia are 
often accompanied by diabetes incipidus. Sim- 
monds has published the opinion that diabetes 
insipidus occurring in patients with carcinoma of 
the breast was caused by metastasis into the hy- 
pophysis. On account of Simmonds’ work, the 
author investigated 35 hypophyses in cases of 
mammary cancer coming to autopsy. In two of 
these cases polyuria appeared in the late stage of 
the disease with no evidence of renal disorders. 
In each instance cancer metastasis in the posterior 
lobe of the hypophysis was found, with no patho- 
logical changes in the gray matter of the third 
ventricle. These cases are well explained according 
to the theory of Schaefer, as it seems quite likely 
that the tumor in the pars posterior compressed 
the pars intermedia sufficiently to develop a 
hypersecretory function. This increased secretion 
in turn stimulated the epithelium of the kidneys to 
the overproduction of urine. GATEWOOD, 


Hoxie, G. H.: Thymic Disturbances in the Adult. 
N. Y. M.J., 1916, ciii, 676. 

The author reports a case of enlarged thymus, 
in which the chief complaint was weakness and 
difficulty in breathing. Fluoroscopic examination 
showed a dark area beneath the upper part of the 
sternum. The symptoms gradually improved un- 
der thyroid and arsenic administration. The 
condition, however, was not relieved, for periodically 
the patient returned until finally an operation was 
performed. 

The first and second costal cartilages were re- 
sected, together with a portion of the manubrium. 
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position of body proteins into amino acids. There 
is no direct change in the mechanism entering into 
the metabolism of carbohydrate and fat formation 
and oxidation. The only thing which is influenced 
is the rate at which deamination occurs. If this 
hypothesis be correct, evidently the function of the 
thyroid is to furnish a catalyzer which regulates the 
rate of deamination. Epwarp L, CornELL. 


THE CHEST 


A glandular mass was found three-fourths of an 
inch long and three-eighths of an inch in diameter. 
It was removed and had the appearance of a per- 
sistent thymus. The patient recovered completely. 

Several other cases are reported by the author 
in which improvement followed the administration 
of products of glands of internal secretion. Many of 
these cases had been diagnosed as neurasthenia or 


hysteria. J. H. Skizes. 
TRACHEA AND LUNGS 
Dunham, K.: Roentgenographic Diagnosis of 


Pulmonary Tuberculosis. 


Am. J. Roentgenol., 
1916, lii, 131. 


Dunham reports his findings from serial micro- 
scopic section of blocks from lungs previously ex- 
amined by the stereoscopic roentgen method, calls 
attention to findings previously reported, and 
reaches the following conclusions: 

1. In the X-ray we have an excellent means of 
studying the fundamental principles of pathology. 
It accurately indicates abnormal density, and when 
we learn where these densities are located and to 
what they are due we may solve many pathological 
problems. When our ideas of pathological con- 
ditions will not explain the X-ray findings we have 
presented a valuable field for research. 

2. The X-ray will often provide the first definite 
knowledge of the existence of tuberculosis, but a 
diagnosis of tuberculosis is not of great value unless 
it can be accompanied with a fairly accurate prog- 
nosis, and nothing has ever been of such prognostic 
value as the roentgen findings, unless it be the 
physical condition of the patient. 

Three conditions argue for a bad prognosis: 
cavity, involvement of the bases if at all extensive, 
and laryngeal tuberculosis. Two of these are best 
determined by means of the roentgen ray. 

Davip R. Bowen. 


Rist and Holland: Pulmonary Gangrene of Otitic 
Origin (Gangréne pulmonaire d'origine otitque). 
Presse méd., 1916, p. 149. 

The patient whose case is reported by the authors 
arrived at the hospital in a grave condition with 
fever, thoracic pains, dyspnoea, etc. Central 
pneumonia was suspected. At the same time 
there was found a running from the ear which the 
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patient said had lasted several weeks. After three 
or four days there was a zone of inflammation at the 
base of the left lung and the expectoration became 
foctid. The general state became aggravated and 
the patient died. 

At autopsy a large number of disseminated, 
embolic, gangrenous foci were found in both lungs, 
in different stages of evolution. ‘The origin of this 
pulmonary gangrene was sought in the ear; an old 
middle-ear ostitis was found, also a mastoiditis with 
obliteration of the cells, and an obliterating phlebitis 
of the lateral sinus and of the internal jugular. The 
meninges were not attacked. 

These pulmonary complications of chronic otitis, 
frequent in children, are very rarely met with in 
adults. Like all other suppurative complications 
of chronic otitis they have a foetid, putrid, and 
gangrenous character, and their gravity is such as to 
call for early treatment by a specialist. 

W. A. BRENNAN. 


Villeon, P. de la: Operative Extraction of Intra- 
pulmonary Projectiles both Deep and Super- 
ficial, Under the (Radioscopic) Screen, by a 
Simple, Rapid, and Sure Process (L’extraction 
opératoire des projectiles intrapulmonaires, super- 
ficiels et profonds, sous V’écran par unprocédé 
simple, rapide, et sar). Bull. Acad. de méd., Par., 
1916, Ixxv, 275. 

In the great majority of cases the operation of 
thoracopneumotomy for the extraction of intra- 
pulmonary projectiles may be replaced by a simpler 
procedure which the author has devised and de- 
scribes in detail. After locating the foreign body the 
patient is placed under the screen, a buttonhole 
incision is made over the location through which a 
closed extracting forceps is introduced; and, under 
the guidance of the radioscopic projection, pushed 
through an oblique trajectory until it reaches the 
body. The forceps is then opened, the body seized 
and extracted. There is neither pneumothorax nor 
hemothorax. The author has extracted 17 intra- 
pulmonary projectiles by this procedure, of which 8 
were deep. He has also extracted 20 intrapleural 
projectiles and several of his colleagues have success- 
fully employed the method. Thoracopneumotomy 
is now only exceptionally done. W. A. BRENNAN. 


Georg, C., Jr.: Some Experiments in Lung Surgery. 
J. Mich. St. M. Soc., 1916, xv, 135. 

Georg reports 18 resections of the lung performed 
experimentally on dogs. ‘These operations were per- 
formed with Meltzer’s insufflation apparatus with 
the idea of determining the dangers which may ac- 
company this method of anesthesia. The article is 
illustrated with three photographs of dogs which re- 
covered from the operation and two photographs of 
their lungs which were removed after killing the 
animals with ether two to six months after opera- 
tion. Pathologic sections of the lungs were made 
in all cases by Dr. A. S. Warthin. 

The author gives a historical review of the most 
important experimental work which has been done 
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upon the use of both positive and negative pressure 
in the surgery of the lungs. In general the results 
have been much better following the use of negative 
pressure than positive, because the former produces 
conditions more closely resembling the physiological. 
Thus Cloetta (1910-1913) showed, by means of a 
special lung plethysmograph in which he placed 
the lungs and stopped the respiratory movements 
by means of curare, that if the lung is distended to 
exactly the same degree by positive and negative 
pressure one third less pressure is required with the 
negative than with the positive, or if the same 
amount of pressure is used in each case the lung 
will be more distended with negative pressure. 
Georg’s experiments show that a slight degree of 
positive pressure is not dangerous, but if the pressure 
is too high or too low it may result in serious re- 
flex disturbances in the lungs and deleterious effects 
upon the circulation, depending upon the reserve 
power of the right ventricle. 

All animal experiments seem to show that total 
extirpation of one lung has a higher mortality with 
positive pressure than with negative, because the pres- 
sure of air in the empty pleural cavity which cannot 
be entirely driven out prevents the collapse of the 
chest wall and changes in the position of the dia- 
phragm, mediastinum, and sound lung which is 
necessary for recovery. 

Resection of the lung is a very dangerous opera- 
tion both on dogs and on the human on account of 
the risk of pneumothorax and the difficulty of mak- 
ing a hermetic closure of the bronchus and lung. 
Infection may occur from the external wound or 
from the presence of germs in the nose and throat 
which are driven into the bronchi and lungs by the 
insufflation apparatus. The author’s experiments 
show that this is true of operations upon dogs which 
are often affected with distemper. 

When lung resections are done under positive 
pressure an exudate usually forms in the pleural 
cavity. This the author found to be true but Kawa- 
mura found no exudate after his operations. 

Dogs are especially unfavorable subjects for lung 
operations on account of the shock which results 
from exposure and loss of body temperature, their 
inability to stand pneumothorax well; and their 
low resistance to infection in the pleural cavity. 

The exudate which forms after a thoracotomy 
causes compression of the lung, which has a bad effect 
upon the circulation and function. Georg proved 
that secondary infection of the compressed lung 
may result in the formation of areas of pneumonia. 
In the case of wounds of the lung in man, pneumo- 
thorax may be prevented by the use of Tiegel’s 
drain. The anatomy of the dog accounts for its 
low resistance to pneumothorax. The thorax in 
man offers considerable resistance to pneumothorax 
as in only about 5 per cent of intrathoracic operations 
does it become necessary to use any apparatus to 
prevent pneumothorax. 

In the dog these conditions are different as the 
animal will die in a few minutes if a wide opening is 
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made in the chest without the use of differential 
pressure. This is due to the fact that its mediasti- 
num is so loose and delicate that it flutters up into 
the wound and often becomes perforated, thus al- 
lowing air to get into the sound half of the thorax 
resulting in double pneumothorax. 

A series of pneumectomies were performed upon 
dogs at the surgical laboratory of the University 
of Michigan, Meltzer’s apparatus for intratracheal 
insufflation being used. These operations were all 
done under aseptic conditions. The author draws 
the following conclusions from the results of these 
experiments: Intratracheal insufflation was not 
without harmful.effects upon the lungs even in 
those dogs that recovered. Interstitial emphysema 
and overdistention of some of the alveoli of the 
lung were shown microscopically. These changes 
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were much more marked in the animals that died 
than in those that recovered and consisted of large 
hemorrhagic areas with tearing of the walls of the 
alveoli. Insufflation also has a very harmful effect 
upon the circulation in the lungs as is shown by the 
intense congestion and atelectasis found micro- 
scopically. 

The transplantation of a strip of fascia lata upon 
a wound in the lung gives an added protection to it 
from infection. Preliminary ligation of the bronchi 
and careful suture of the lung tissue must always be 
done. After the suturing is complete, careful search 
must be made for the escape of air from the lung 
wound by moistening it with salt solution. For 
intratracheal insufflation a No. 18 to 24 French 
catheter should be used and the pressure should be 
maintained at 20 to 25 millimeters of mercury. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Rouvillois, H., and others: Clinical and Therapeu- 
tical Study of Abdominal Wounds in War 
Surgery (Etude clinique et therapeutique sur 
les plaies de abdomen en guerre). Bull. et mém. 
Soc. de chir. de Par., 1916, xlii, 708. 

Owing to the importance of the subject and the 
many and diverse opinions expressed by surgeons 
on the treatment of abdominal injuries the authors 
have made a thorough and detailed study of the 
entire question and their exhaustive report occupies 
the greater part of the present issue of the bulletin 
of the Society of Surgery. In the early part of the 
war the authors like others labored under the dis- 
advantage that the conditions at the front offered 
to the systematic practice of abdominal surgery; 
but later the ambulance service was provided with 
all the necessary equipment for successful inter- 
vention. The authors were situated about 18 kilos 
from the first line of trenches and hence the wounded 
did not generally reach them for an interval of 
from six to seven hours after injury. 

Altogether they observed 247 abdominal wounds, 
which they divide into: (1) extraperitoneal wounds 
—parietal or visceral; (2) peritoneal wounds— 
simple or visceral; and (3) thoraco-abdominal 
wounds. In all 133 cases are reported in detail 
under these headings. 

Extraperitoneal injuries, parietal or visceral, do 
not as a rule present very difficult problems, but 
with peritoneal wounds where the serous or an intra- 
abdominal organ is involved the outcome is more 
doubtful. In 74 laparotomies for peritoneal in- 
juries a very abundant hamatocele was observed in 
38, and in only 2 of these were lesions of the large 
intra-abdominal vessels demonstrated. Of the 
40 cases which were laparotomized immediately 
for univisceral wounds, 23 were of the small in- 
testine, 8 of the large intestine, 9 of the liver, spleen, 


etc. Of the 21 cases of multivisceral wounds which 
were laparotomized, 10 were in the small intestine 
and colon. 

During the winter of 1914, owing to the lack of 
facilities, it was found necessary to perform 28 
Murphy operations. The results from these led 
to the conclusion that the method had no thera- 
peutic value. Of the 28, 5 recovered, but the au- 
thors are of the opinion that these cases would have 
recovered without intervention. They believe 
that laparotomy with immediate repair of the le- 
sions is the only logical and acceptable procedure, 
and they have confined themselves to this practice 
for the past eight months. 

The results of their observations are as follows: 

Abstention. The mortality of 67 non-operated 
peritoneal wounds was 89.5 per cent. Strictly 
speaking these cases could be reduced to 61 in which 
deliberate medical treatment was adopted and the 
mortality in these cases was 100 per cent. 

Murphy operation, 28 cases, mortality 82.1 per 
cent. 

Laparotomy, 74 cases, global mortality of 73 
per cent. 

Of the laparotomies, 5 were exploratory. Of the 
other 69, 64 were for peritoneal wounds and 5 for 
thoraco-abdominal wounds. Analysis of the figures 
shows: for simple peritoneal wounds, mortality, 
nil; for visceral peritoneal wounds, mortality, 80.3 
per cent. 

Again subdividing the results into univisceral and 
multivisceral injuries, the mortality for the former 
is 75 per cent and for the latter 90.5 per cent. 

Regarding the nature of the projectiles causing the 
injuries the authors were able to identify them in 86 
cases: 23 injuries were from bullets, with a mortality 
of 52 per cent, and 63 were shell or grenade injuries, 
with a mortality of 73 per cent. The mortality 
from the standpoint of the time elapsing between 
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the period of injury and that of operation was as 
follows: operated upon during the first six hours, 
84.8 per cent; operated upon between seventh and 
twelfth hours, 80 per cent; operated upon between 
thirteenth and twenty-fourth hours, 83 per cent; 
operated upon after twenty-four hours, 66.6 per 
cent. 

The authors’ conclusions 
wounds in war, as in peace, are amenable to im- 
mediate surgical treatment. The contra-operatory 
indications are not confined to war conditions; they 
are those indicated by general surgical practice. 

The authors rather disapprove of treatment of 
abdominal injuries in shelters close to the firing line 
because they are too much exposed to shell fire and 
explosions. They think that surgical ambulances 
situated about 12 kilos from the firing line best 
answer all purposes, these being in constant auto- 
mobile connection with the front. The inconven- 
iences of transport are fully compensated for by the 
added surgical comfort and the greater facilities 
for the necessary post-operative care. 

: W. A. BRENNAN. 


are that abdominal 


Huertas, J.: Some Observations on Abdominal 
Wounds and Their Treatment (Algunas con- 
sideraciones sobre las heridas del abdomen y su 


tratamiento). Rep. med. y cir., Bogota, 10916, vii, 
256. 
The author considers that in cases of severe 


abdominal penetrating wounds with extreme collapse 
where other means of intervention are not applicable 
or contra-indicated, the Murphy drainage method is 
the only one suitable. Surgical intervention was 
resorted to in 15 cases of perforating wounds. 
The abdomen was incised and suprapubic drainage 
with an inclined posture of the patient instituted, 
according to Murphy’s method, and three cures 
were obtained, the mortality rate being 80 per cent. 
On account of this high mortality, the author de- 
cided to perform laparatomies, observing system- 
atically all visceral lesions in each and every patient, 
the results being a cure in five cases,. a mortality 
rate of 55 per cent. 

Total abstinence from surgical interference is 
practicable in cases of wounds of 2 or 3 days’ duration, 
and the patient’s condition is satisfactory; or in 
cases of precocious collapse where no other inter- 
vention is desirable or indicated except the reanima- 
tion of the patient. 

A median laparatomy is considered the most 
practical and ether anesthesia the safest. 

Raout L. Vroran. 


Picqué, R.: Evolution of the Treatment of Abdom- 
inal Wounds in an Ambulance at the Front 
(Evolution du traitement des blessures de l’'abdomen 
dans une ambulance de lavant). Bull. et mém. 
Soc. de chir. de Par., 1916, xlii, 545. 

Picqué points out the almost marvelous results 
from early surgical intervention in the field in the 
case of even severe abdominal penetrating visceral 
injuries. 
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Analyzing the available figures he finds that ab- 
stention gave a recovery of 6 per cent; 14 palliative 
operations gave no recovery; laparotomy in general 
gave about 4o per cent of recoveries. 

Picqué states that the global statistics of the war 
show the rarity of spontaneous recovery, the use- 
lessness of palliative operations, and the absolute 
innocuity of laparotomy. 

The results show that abdominal — are no 
longer beyond the resources of surgery when the 
injured are treated early in the surgical ambulances 
near the firing line. 

With the means now available all operable abdom- 
inal wounds should receive prompt operative treat- 
ment. By operable wounds he means all those 
arriving at the ambulance before the sixth hour 
after injury, sometimes even within ten hours; those 
who have not multiple serious wounds; those who 
are not in a state of shock or extreme anaemia, or 
with generalized peritonitis; finally, those who have 
no large abdominal evisceration. W. A. BRENNAN, 


Chevassu, M.: Study of 210 Abdominal Wounds 
Observed During 15 Days in an Automobile 
Surgical Ambulance; the Favorable Results of 
Abstention (Etude sur 210 cas de plaies de l’abdo- 
men observées en 15 jours dans une ambulance 
chirurgicale automobile; et en particulier sur les 
résultats heureux des methodes abstentiounistes). 
Bull. cl mém. Soc. de chir. de Par., 1916, xlii, 646. 


Chevassu presents a long and important report 
on the treatment of penetrating abdominal wounds 
in war. 

In the early part of the war it was seen that three 
factors were essential for successful treatment of 
abdominal wounds at the front: rapid evacuation, 
materials, and experienced surgeons. When there 
was no efficient surgical installation abstention 
gave better results than intervention. 

Now there are fixed installations placed quite at 
the front, fully equipped and well protected; more- 
over there is an automobile service equipped with 
experienced surgeons, and early intervention is 
assured in either the advanced post or the automo- 
bile. The operatory results are much better and 
therefore intervention is a matter of choice. Still 
the general mortality is very high, and Chevassu 
thinks that if intervention cannot be made under 
conditions which promise success, abstention is 
advisable. 

In the discussion of results only intraperitoneal 
wounds are regarded as abdominal wounds. 

Of 210 abdominal wounds observed, 136 were 
peritoneal, of which 57 died and 79 were evacuated, 
a mortality of 41.91 per cent. Of the 57 deaths, 27 
or 47.36 per cent, had been operated upon; 27 were 
not operated upon; 3 were late operations. 

These results are very different from the 92 per 
cent mortality in the cases reported by Caudrelier 
and Stern which could not be operated upon. 

Of the 57 deaths, 20 occurred in the first 24 hours, 
and of these 8 had been operated upon, some dying 
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during the operation or immediately afterward of 
shock. 

Of the 79 treated by evacuation, 66 did not under- 
go any intervention, 13 were operated upon. 

Of the 136 injuries that were stated to be perito- 
neal, there is no question of this as regards 100 which 
were clinically established. Of these too cases 
of established penetrations, 53 died—53 per cent — 
15 deaths being immediate, neither intervention nor 
abstention being responsible. The 85 valid cases 
therefore show a mortality of 44.7 per cent; and in 
the 36 cases where the lesion of a viscera is only 
probable the mortality is 11.11 per cent. 

The consideration of these results has converted 
Chevassu from being, as he was at first, an ab- 
stentionist by necessity into being an abstentionist 
by choice. 

Tuffier who presented this report on behalf of the 
author is not convinced that abstention is the better 
policy. In position warfare where the surgeon is 
well equipped and ably seconded he would not op- 
pose laparotomy which, when the patient’s condition 
and the organization permits it, offers a much better 
prognosis. 

While as a rule wounds of the liver and stomach 
are less formidable than other penetrations and 
may in certain cases benefit by a policy of abstention, 
unfortunately there is no sign by which the exact 
conditions can be judged, and laparotomy alone 
under suitable conditions allows the making of a 
precise diagnosis and prevention of peritoneal 
infective complications. W. A. BRENNAN. 


GASTRO-INTESTINAL TRACT 


Andresen, A. F. R.: Infections of the Mouth, Nose, 
and Throat, as Primary Foci for Infections in 
the Gastro-Intestinal Tract. Long Island M. 
J., 1916, X, 102. 

It has been extremely interesting to note the al- 
most invariable presence of infective foci in cases 
of gastro-intestinal infections. These foci, with a 
few exceptions in cases where they were located in 
the skin (boils or erysipelas), rectum (ischiorectal 
abscess), or pelvis (post-partum or post-abortal 
infections), were usually found in the mouth, nose, 
or throat. The following table shows the relative 
frequency of these different focal infections in a 
series of gastro-intestinal cases observed in the 
Brooklyn Hospital Dispensary. Infections of tur- 
binates, sinuses, posterior nasal fossa, tonsils, etc., 
have been grouped under the heading of nose and 
throat infections, and all cases of infections of teeth 
and gums, past or present, under the heading of 
pyorrhoea. Nearly all cases of infections of the 
nose and throat had a pyorrhoea also present, but 
not all cases of pyorrhoca showed infections of the 
nose and throat. This raises the question whether 
pyorrhcea may not be an etiological factor in many 
of these infections of the nose and throat, and ex- 
plains why treatment of the latter conditions is un- 
successful if the teeth are not attended to. 
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Total Noseand Pelvic Skin 
Cases Pyorrhoea Throat Infec- Infec- 
Disease nfections tions tions 
Gastete Wheto. 6.655 ccc 64 57 6 3 I 
Appendicitis............ 41 26 3 II I 
Gall-bladder disease..... 18 17 I 
Re 5 5 i 
Gastric carcinoma....... 8 8 
BNI 3 oss Ccsticsinohiedina ee 136 113 9 12 2 
Ec vias aeaatadens a 83 6 10 I 


The conclusions to be derived from a study of the 
facts presented are as follows: 

1. The importance of infections of the mouth, 
nose, and throat in the etiology of infections of the 
gastro-intestinal tract has been definitely established. 

2. The treatment of infective lesions of the 
gastro-intestinal tract must be modified to take 
cognizance of this newer knowledge and should 
include the following: 

(a) The use of autogenous vaccines made from 
infective material obtained from any accessible 
foci of infection. 

(b) Removal of infective foci as early as possible, 
preferably before the institution of any other line of 
treatment. 

(c) Adequate medical treatment, including diet, 
hygiene, and the correction of errors in posture and 
other deformities. 

(d) Suitable operation wherever indicated. 

3. As a prophylactic measure, prompt attention 
should be paid to all mouth, nose, and throat in- 
fections as soon as they are discovered. 

EpwarpD L. CoRNELL. 


Soresi, A. L.: Perforations of the Various Abdom- 
inal Organs; a Clinico-experimental Study to 
Determine When and Where There Should Be 
Surgical Intervention (Perforazione dei varii 
organi addominali; studio clinico-sperimentale per 
stabilire se e quando si debba intervenire chir- 
urgicamente). Gior. d. r. Accad. di med. di Torino, 
1915, Ixxviii, 390. 

Soresi of New York, who is now serving on the 
surgical staff of the Italian army at Turin, states 
that it is the general opinion of surgeons that 
where there is a manifest perforation of the stomach 
or intestine operation must always be made. To 
determine whether in such a perforation, due either 
to traumatism or disease, there are conditions which 
might render surgical interference dangerous, a 
large number of experiments in dogs were made. 
These were divided into four classes: 

tr. Animals which after perforation of the 
stomach or intestine had been made were left to 
themselves. 

2. Animals which were operated upon three hours 
after perforation of the stomach or intestine. 

3. Animals operated upon 24 hours after per- 
foration. 

4. Animals operated upon 48 hours after perfora- 
tion. 

Altogether 240 dogs were experimented on: 80 
for stomach perforations, and the others for various 
portions of the intestinal tract. 
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The experimental results demonstrated these 
facts: 

1. All perforations in the region of the ileum 
and the cecal cul-de-sac recover spontaneously 
when not operated upon. 

2. Wounds of the stomach may recover spon- 
taneously. 

3. Duodenal and colonic perforations are always 
fatal when left to themselves; i.e., when not op- 
erated upon. 

4. All wounds of the stomach, duodenum, ileum, 
cecal cul-de-sac, and colon are cured if operated 
upon 3 hours after injury. ; 

5. The mortality increases in all cases as the time 
between the injury and intervention increases. 

6. In perforations in the region of the ileum and 
the cecal cul-de-sac there was no mortality if the 
animals were not operated upon or were operated 
upon 3 hours after perforation; but there were fatal 
results when the animals were operated upon 24 
hours after perforation, and the mortality increased 
when the time of operation was extended up to 48 
hours. 

The practical conclusion which the author 
draws from his experimental results is that, owing 
to the probability of spontaneous recovery in per- 
forations of the gastro-intestinal tracts, and that 
the technical difficulties of surgical intervention re- 
quire a very skillful surgeon and intelligent assist- 
ants, intervention should be avoided, except when it 
is certain that the perforation involves the colon 
or duodenum, in which event it must be made as it 
offers the only chance to save the patient’s life. 

W. A. BRENNAN. 
Smithies, F.: The Etiologic Relationship Existing 
Between Gastric Ulcer and Gastric Cancer; 
an Analysis of 921 Cases of Gastric Cancer and 
500 Cases of Gastric Ulcer. Lancet-Clin., 1916, 
CXV, 203. 

The author discusses the etiologic relationship 
deduced from the comparative study of g2t cases of 
operatively-proved gastric cancer with 500 opera- 
tively demonstrated cases of benign gastric ulcer. 

Experimentally gastric ulcer has been produced 
by bacterial activity as wellas by their toxins, also by 
cutaneous burns, poisons of metabolic origin, cor. 
rosive poison, as well as by alterations in the cir- 
culation of the stomach. The life history of any 
gastric ulcer cannot be predicted. Most of them 
have a tendency to spontaneous healing, as is 
shown by the finding of healed scars at the autopsy 
table or at operation. The time for the develop- 
ment of ulcer is not definitely determined, and 
while huge calloused ulcers may form in a few weeks, 
the superficial erosions may exist for years. No 
experimental method has ever been devised that 
causes gastric ulcer in an animal to become malig- 
nant. Thus in the human there is still some 
unknown factor at work. Of the gastric cancer 
cases 65 per cent were preceded by dyspeptic symp- 
toms, apparently of the benign type as seen in 
ulcer, so closely simulating them that differentia- 


tion was impossible. McCarthy’s account of 
280 resected gastric ulcers is quoted, in which 
clinically there was no hint of malignancy, yet 
63 per cent of these cases showed evidences of a 
typical cell at their edges. Still this does not prove 
that these ulcers were ever benign. In quoting 
the general opinions in regard to the percentage of 
gastric cancer preceded by ulcer, the figures vary 
from Fenwick’s 3 per cent to Sapeska’s go per cent. 
Duodenal ulcer occurs in the proportion of 2.45 
to 1 of gastric ulcer, yet cancer of the duodenum is 
of very infrequent occurrence. Whether _ this 
relation is influenced by the different chemical 
reactions of the intestinal juices, or by the more 
rapid progress of the food through the duodenum, 
it is impossible tosay. The duodenum seems to have 
some inherent protective mechanism against malig- 
nancy, however. Cancer of the stomach rarely 
involves the duodenum by extension; whereas ulcer 
of the duodenum extending through the pylorus not 
infrequently shows malignant changes on _ the 
gastric side. Apparently gastro-enterostomy, in 
case of gastric cancer, has a tendency to prolong the 
disease and lessen its virulence. Evidence strongly 
supporting the pathologic proof that malignancy 
may develop in gastric ulcers, is furnished by the his- 
tologic observations of all degrees of hyperplasia, 
benign, intermediate, and malignant, in sections, 
through different points of excised ulcers. Gastric 
ulcer usually causes death within a year of the onset 
of symptoms, unless there is surgical intervention. 
This varies, however, as one individual may be 
overcome in a few weeks, while another may live for 
several years. 

Smithies divides his cancer cases into two groups: 
(1) those in which there was chronic dyspeptic 
disturbance, clinically benign, followed by an 
ailment which appeared clinically malignant from 
its start: (2) cases in which the disease was con- 
tinuous and progressively downward, clinically 
malignant, with no previous gastric trouble. The 
first group shows the possibility of separating 
clinically the benign from the malignant. The pro- 
portion was 56.4 per cent in group one; 39.1 per 
cent in group two. Cases in group two were clini- 
cally malignant from the start, the average duration 
of symptoms being 7.6 months. These cases 
may have resulted from cases previously benign, 
unnoticed. The location in the stomach of cancers 
and ulcers, practically identical, is quite suggestive 
of the relationship of their origin. Neither clini- 
cally, microscopically, nor experimentally, is it 
possible to prove that cancer arises from ulcer. 
However, from various corelated standpoints, their 
coexistence is very suggestive of ulcer shading off 
into cancer. H. G. Stoan. 


Durante, L.: The Trophic Element in the Origin of 
Gastric Ulcer. Surg., Gynec. & Obst., 1916, xxii, 
399- 

The methods by which gastric ulcers have been 
produced experimentally are reviewed. Durante 
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states that in order to obtain a clean experiment a 
disturbance of secretion, circulation, or innervation 
must be created. (1) The pathogenic value of a 
gastric juice is not clear. Hydrochloric acid by 
mouth and hypotonic salt solution have both given 
negative results. (2) Obstruction of the larger 
gastric arteries has failed, but emboli blocking the 
smaller vessels has given satisfactory results. 
Ulcers thus produced are replicas of acute ulcers in 
man and heal readily. (3) The sympathetic nerve 
controls the vasomotor nerves of the stomach, and 
it is also the trophic nerve. 

Dalla Vedova gives the only description of arti- 
ficial ulcers presenting features of chronicity pro- 
duced by disturbed innervation. His experiments 
are made through transperitoneal operation and 
are open to criticism. Durante, in order to defend 
his experiments, chose the lumbar route in operat- 
ing. The results are as follows: (1) No lesion re- 
sults after resection of the major splanchnic. (2) 
Resection or ligation of the median splanchnic in- 
variably caused hemorrhagic and non-hemor- 
rhagic lesion. (3) Resection of the minor splanchnic 
occasionally produced a slight hemorrhagic lesion. 
(4) Resection of the median and minor splanchnics 
caused lesions. (5) Resection of the three splanch- 
nics produced lesions. (6) In resection or ligation 
of the median splanchnic, hemorrhage and intense 
congestion were seen in the adrenal of the cor- 
responding side, but these changes did not occur 
when the major splanchnic alone was resected. 

The hemorrhagic lesions appear to be due to a 
minute lesion in a blood-vessel of the muscularis 
mucose. The hemorrhagic area is conical, its 
base coincident with the surface of the mucous mem- 
brane. The non-hemorrhagic areas are small, 
conical, pale, and few in number. These mark the 
first stage of a specific kind of ulcer which presents 
the characteristic features of true chronicity. Dis- 
turbed innervation will suffice to create lesions pre- 
senting the characteristics of acute and chronic 
ulcer in man. As both forms are found in the same 
region of the same stomach, there is reason to assume 
that time does not play a paramount part in the 
process. Neither can the size be responsible for 
its insufficient healing. Overstimulation, rather 
than insufficient innervation, of the middle splanch- 
nic seems to be the principal cause of haemorrhagic 
gastric ulcer. The non-hemorrhagic lesion is a 
spastic disturbance due to the action of adrenalin. 
This action causes rupture of the blood-vessels at 
some points, spastic contraction in others. Trophic 
disturbances are not sufficient to cause ulceration 
unless accompanied by vascular disturbances. It 
does not seem logical to assume that gastric ulcer 
should be caused by a single etiologic factor since 
it is associated with the most widely divergent 
clinical syndromes, but in the majority of cases the 
ulcer appears with no apparent relation to other 
diseases. Ulcer may be produced by any agent 
capable of damaging the sympathetic nervous sys- 
tem, as it is on the integrity of this system, which 
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controls circulation, secretion, and profound sensi- 
bility in the stomach, that the very life of the gastric 
cell may be said to depend. The theory of “trophic 
ulcer’’ must be taken in this sense. 


Andresen, F. R.: The Treatment of Gastric Ulcer, 
with Especial Reference to Its Etiology as an 
Infective Process. Med. Rec., 1916, Ixxxix, 457. 


After a preamble in which he briefly reviews 
the experimental evidence that gastric ulcer is the 
result of an infective process, the author proceeds to 
a consideration of the rational treatment of ulcer. 

In simple ulcer, acute or chronic, as an infective 
process, the indications for treatment are: (1) to 
remove the cause of the infection; (2) to procure 
rest for the infected part; and (3) to aid nature in its 
efforts to overcome the infection and repair the 
damage done. Gastric atony, gastroptosis, intes- 
tinal kinks, improper habits of diet, and occupa- 
tions causing continued pressure against the epigas- 
trium are sought for as possible contributing causes 
and corrected if found. The most important point, 
however, is the search for and elimination of all 
sources of chronic infection such as septic foci in 
teeth, nose, throat, etc., which the author considers 
the most frequent cause of relapse. In a series of 
96 cases infections of the teeth and gums were 
present in 81 per cent, of the nasopharynx and 
accessory sinuses in 15.6 per cent; other infections 
were found in 3.6 per cent. In practically all 
cases the streptococcus viridans was isolated in 
pure culture. 

The author regards excision of an uncomplicated 
ulcer as indicated only after prolonged and ade- 
quate medicinal treatment has done no good. Sim- 
ple gastro-enterostomy is regarded as a palliative 
method which must be followed by months of strict 
ulcer diet to afford permanent relief. If operation 
is indicated, excision of the ulcer is the operation of 
choice. 

Rest of the affected part is obtained by proper 
diet, rest in bed, demulcent coating of the ulcer, 
neutralization of the hyperacidity, by the use of 
quieting drugs and proper attention to the evacua- 
tion of the intestinal tract. Each method is dis- 
cussed with more or less detail. The author con- 
demns duodenal feeding on the ground that the 
tube, a foreign body, will cause greater excitability 
of the stomach. 

To aid nature in its efforts to overcome the in- 
fection and to institute reparative processes, the 
author places the greatest reliance upon autogenous 
vaccines which are prepared from the foci of infec- 
tion. In from six to twenty-four hours after the 
first injection there is, as a rule, a distinct general 
reaction with an exacerbation of the ulcer symptoms 
followed by a marked improvement. ‘Three case 
histories are cited to illustrate the auther’s methods 
more explicitly. 

The complications of gastric ulcer are haemor- 
rhage, perforation, disturbances of motility, and 
carcinomatous degeneration. With haemorrhage, 
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rest in bed is imperative until the hemorrhage has 
ceased. Horse serum subcutaneously is indicated 
in severe cases, while gelatin by mouth and calcium 
by mouth or rectum are the safest routine agents. 
Rectal feeding is of doubtful value, but dextrose or 
lactose solutions should be tried when it is neces- 
sary to prohibit all food by mouth for some time. 
Severe haemorrhages which threaten the life of the 
patient require opening of the stomach and suture 
of the bleeding point, or preferably excision of the 
ulcer. 

Perforation, whether acute or chronic, requires 
operation as soon as the diagnosis is made. Severe 
disturbances of motility likewise require suitable 
operation. Carcinomatous degeneration requires 
operation as early as recognized or even when only 
suspected. E. FIscHe. 


Della Torre, P.: Total Endogastrectomy (L’abla- 
zione totale della mucosa gastrica). Clin. chir., 
Milano, 1916, No. 1, 20. 

The author’s conclusions relative to the technique 
employed and the results, macro- and microscopical, 
of recent experimental researches are as follows: 

1. The total ablation of the gastric mucosa is 
highly possible, making recourse to separation. 

2. The scraping carried on at the cardiac and 
pyloric orifices, in order to guarantee total abla- 
tion, should not in any case attack too deeply the 
tunica muscularis in order that the danger of cica- 
tricial stenosis may be avoided, following the 
reversing of the bleeding surface. 

3. Total, subtotal, or partial extirpation of the 
gastric mucosa is never followed by necrosis with 
subsequent perforation of the gastric wall. 

4. The regeneration of the gastric mucosa, pro- 
ceeding relatively rapid from the germinating centers 
represented by the stratum glandularis of the 
cesophagus and duodenum, terminates by re- 
generation shortly of the entire internal surface of 
the stomach, more or less accentuated, in a limited 
space of time, differing in various animals. 

5. The regenerated mucosa shows a perfectly 
normal histologic structure. 

6. The secreting function of the stomach does not 
appear at one time, but increases with the regenera- 
tion of the gastric mucosa. Traces of free HCl 
in the gastric contents were not found even as late 
as eight months after the operation. 

Raout L. Vioran. 


Lewisohn, R.: Pyloric Exclusion, an Experimental 
and Clinical Study. Surg., Gynec. & Obst., 1916, 
xxii, 370. 

Up to a few years ago simple gastro-enterostomy 
was considered the method of choice for the treat- 
ment of gastric and duodenal ulcers. Most sur- 
geons, however, now agree that pyloric exclusion in 
some form ought to be added to this procedure in 
order to permanently cure pyloric and duodenal 
ulcers. It is a well known fact that simple gastro- 


enterostomy does not prevent the food from passing 
through the pylorus and over the ulcerated area. 

The author. states that there are five different 
methods of pyloric exclusion but that none of them, 
with the exception of Eiselsberg’s method, assures 
a permanent exclusion. He reports experiments 
with a modified Biondi method. This modification 
ensures permanent exclusion. The technique, how- 
ever, is too difficult, and the method therefore should 
not be applied in clinical surgery. _He shows the 
stomach of a dog operated upon according to the 
Biondi method and killed three months after opera- 
tion. The pylorus was wide open and scarcely any 
sign of surgical interference could be seen. 

He further demonstrates a human pylorus which 
he resected in July, 1915. This patient had under- 
gone a gastro-enterostomy and pyloric exclusion 
with the string method eighteen months previ- 
ously. The pylorus was patent, admitting the 
little finger, the stitch was still in situ. He con- 
cludes that the clinical results are just as good in 
using the most simple method (exclusion stitch), 
as in the use of the most complicated method 
(Eiselsberg). Though the exclusion stitch does not 
ensure a permanent exclusion of the pylorus, it en- 
sures a temporary one and thus effects the healing 
of the ulcer. 

The author formulates his conclusions as follows: 

1. With the exception of Eiselsberg’s unilateral 
exclusion and the modified Biondi method, none of 
the different methods of ‘‘exclusion” guarantees a 
permanent occlusion of the pylorus. 

2. An absolute, though temporary, ‘‘exclusion”’ 
of the pylorus provides for a permanent cure of 
pyloric and duodenal ulcers. 

3. The most simple method from a technical 
standpoint is the ‘‘exclusion”’ stitch (Kelling-Berg- 
Cackovic). This stitch should be used in preference 
to the more complicated methods (Wilms, Par- 
lavecchio, Biondi). 

4. The Eiselsberg method and the modification 
of the Biondi method, though guaranteeing a 
permanent ‘exclusion,’ are technically too com- 
plicated and should not be used. 

5. The clinical results are just as good in using 
the most simple method (exclusion stitch) as in the 
use of the most complicated method (Eiselsberg). 
The exclusion stitch can therefore be considered as 
the method of choice for the treatment of pyloric 
and duodenal ulcers. 


Jefferson, G., and Flumerfelt, G.: The Anatomical 
and Physiological Subdivisions of the Duode- 
num, with a Note upon the Pathogenesis of 
Ulcer. Ann. Surg., Phila., 1916, lxiii, 318. 


The subdivisions of the duodenum as commonly 
given in anatomical textbooks are very artificial 
and are neither physiological nor embryological. 
The use of these subdivisions as the basis of classi- 
fication of lesions of the duodenum leads to much 
inaccuracy and confusion in interpreting diseases 
of this portion of the alimentary tract. The au- 
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thors believe that it would be much better to divide 
the duodenum into two parts, cephalad and caudad 
to the bile-papilla (papilla major Santorini). These 
parts are called “‘supra-” and ‘“‘infrapapillary.” 
This classification is not only developmentally cor- 
rect but stands the test of pathology. 

An examination of the records of 496 definite cases 
of duodenal ulcer shows that they are very common 
in the acid suprapapillary portion; that their 
incidence decreases as the papilla is neared; and that 
they are extremely rare in the alkaline “infrapapil- 
lary”’ region (only one case of the series). 

Statistics show that duodenal carcinoma is com- 
monest in the second part, but this is due to the 
inclusion of Vaterian cancers in the total of duodenal 
neoplasms. When these have been subtracted 
carcinoma seems to be more common in the supra- 
papillary region than elsewhere in the duodenum. 
This is probably due to the greater incidence of 
chronic ulceration in the former, although cancer 
following duodenal ulcer is notably rare. 

GATEWOOD. 


Dodge, G. E.: Cystic Dilatation of the Vermiform 
Appendix. Ann. Surg., Phila., 1916, lxiii, 334. 

From a review of 142 cases of cystic dilatation of 
the appendix, the author is led to believe that the 
condition is relatively rare, and that true hydrops 
forms less than 9 per cent of all appendiceal cysts. 
From the evidence obtained from the collected cases, 
it seems that these cysts are essentially retention 
cysts of inflammatory origin. The lumen of the 
appendix, while often completely or partially 
obliterated, may be patent. The condition runs 
by no means a symptomless course; symptoms being 
present in 24 per cent of all cases, and in at least 51 
per cent of operative cases. 

The contents of some of these cysts when im- 
planted upon the peritoneal surface are capable of 
producing the condition known as pseudomyxoma 
peritonei. Some of the appendiceal cysts present 
structural and clinical characters that seem to ally 
them with adenocystomata. Carcinomatous 
changes have been occasionally observed, although 
some cases reported as carcinoma have lacked the 
clinical aspects of malignancy. The author fur- 
nishes a table with the literature of the 142 cases 
which he has been able to find and includes one case 
of his own. GATEWOOD. 


Wachenheim, F. L.: A Contribution to the Diagno- 
sis of Appendicitis in Childhood. Arch. 
Pediatrics, 1916, xxxiii, 197. 

The subjective sensations available in intelligent 
children are a valuable aid in diagnosis. High 
palpation of the right iliac fossa, per rectum, elicits 
tenderness and pain in the McBurney region when 
appendicitis is present, never under normal condi- 
tions. To determine this point it is necessary to 
observe certain precautions. In the first place, the 
confidence of the little patient must be gained, 
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assuring him that the procedure will not be distress- 
ing. Secondly, the examining finger must be in- 
troduced quite painlessly. This can always be done 
if patience is exercised. The ordinary rectal ex- 
amination is far too often conducted brutally, 
causing the patient considerable pain and alarm. 

The valuable diagnostic point consists in the fact 
that the patient ‘complains of no discomfort until 
the introduced finger reaches the right iliac fossa, 
when the child complains of a sharp pain in the 
neighborhood of McBurney’s point. 

Epwarp L. CorNELL. 

Soper, H. W.: Polyposis of the Colon. Am. J. M. 
Sc., 1916, cli, 405. 


In 1907 Doering collected 52 cases from the litera- 
ture and the author now adds 8 new ones, reporting 
one of his own in which the entire colon was suc- 
cessfully resected. 

These 61 cases show that the growths are most 
frequent in children; 43 per cent were adenocarci- 
noma, usually of the rectum, sigmoid, or splenic 
flexure; the small intestine is rarely involved, and 
there is a family tendency. 

Esser, Carroll, Lindner, and Lilienthal report 
cases successfully operated on. 

The case reported was that of a male, aged eight, 
with a history of diarrhoea since infancy. Two 
years previous, anal prolapsus was followed by the 
removal of a small polyp from the first valve of 
Hanston. At the same time a small polyp was re- 
moved from the cheek — both were simple adenoma. 
Two months later two polypi were removed by 
snare, three inches from the anal margin. Again, 
sixteen months later four growths five inches from 
the anal margin were removed in like manner. 
During the entire time occult blood persisted in 
the feces and colonic involvement was diagnosed. 

Abdominal section was done with removal of 
the entire colon, the anastamosis being made by a 
Murphy button. Rapid recovery followed and one 
year later sigmoidoscopic examinations showed 
no recurrence, but considerable dilatation of the 
rectum and sigmoid. ‘The pathological report was 
benign adenoma. P. M. CHASE, 


LIVER, PANCREAS, AND SPLEEN 


Ugaz, R. I.: Retrograde Cholecystectomy for 
Chronic Calculous Cholecystitis in a Man of 
78 (Colecistectomia retrograda par _ colecistitis 
cronica calculosa en un hombre de 78 anos). Cron. 
méd., 1916, Xxxiii, 66. 


In Deaver’s report of 159 interventions for 
cholecystitis up to 1914, the greatest age among the 
operated was 70 years, and the author has not found 
this age limit exceeded in a research through the 
literature of the subject. 

His own case was in a man of 78, who, after under- 
going medical treatment for more than twelve 
months in a hospital without relief, was finally 
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operated upon. The cholecystectomy was done 
following the classic procedure. On the eighth day 
there was a slight recurrence of biliary symptoms 
which passed away, and recovery was fully estab- 
lished after thirty days. W. A. BRENNAN. 


Mitchell, W. T., Jr., and Stifel, R. E.: The Pressure 
of Bile Secretion During Chronic Obstruction 
of the Common Bile-Duct. Bull. Joins Hopkins 
Hosp., 1916, xxvii, 78. 


In animals with experimental obstruction of the 
common bile-duct the authors have frequently ob- 
served that a rupture of the bile passages often oc- 
curred with escape of bile into the peritoneal cavity. 
They therefore undertook a series of experiments 
to ascertain whether, following an obstruction, 
there was a rise in pressure within the bile passages 
from day to day. 

Under aseptic conditions the common duct was 
ligated with silk thread as near the duodenum as 
possible, and the animals were allowed to recover 
and given food and water, and then from time to 
time pressure within the bile duct was recorded. In 
12 cats the pressure ranged from a minimum of 236 
to a maximum of 360 mm. with a mean pressure of 
278 mm. The authors found that the pressure re- 
mained remarkably constant, not rising or falling 
more than a few millimeters during several hours. 
They obtained no uniform variation in bile pressure 
by the stimulation of nerves. Electrical stimula- 
tion of the vagi gave a rise of 4 or 5 mm. ‘Their 
experiments therefore showed that in chronic ob- 
struction of the common bile-duct the pressure rose 
no higher than in acute obstructions. It might be 
even higher at the end of three hours than at the 
end of three days, but probably there would be little 
variation. They found that there were individual 
variations which they did not attempt to explain, 
but there was no relation between the pressure and 
the weight of the animal. 

The authors therefore feel safe in assuming that 
the pressure in the bile-duct rises sharply during the 
first three hours after obstruction. After this time 
it remains fairly constant, but is the result of two 
factors: (1) secretion by the hepatic epithelium, 
(2) absorption by way of the hepatic veins. 

GrorGE E. BEILBy. 


Jablons, B.: Concretions of the Spleen. 
J. Med., 1916, xiv, 103. 


Calif. Ors 


Concretions of the spleen are very rare, in fact 
only two cases were found in the literature by the 


author. All stones have been found accidentally at 
autopsy. Several theories are advanced as to their 
origin: (1) old calcified tubercles; (2) calcified 


hydatid cysts; (3) calcified thrombi. 

The author’s case was that of an old man who died 
subsequent to an operation for carcinoma of the 
penis. The post-mortem was not remarkable except 
that it showed several concretions near the hilus of 
the spleen. These were partially infiltrated with 
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connective tissue. The conclusion of the author 

was that they were phleboliths. J. H. Skives. 

Silvestrini, L.: Extirpation of the Spleen in the 
Pathology of the Liver and the Blood (Estir- 
pazione della milza nella patologia del fegato e 
del sangue). Riforma med., 1916, xxxii, 266. 

Some morbid conditions of the blood and of the 
liver owe their origin to alterations developing pri- 
marily in the spleen and which thence diffuse secon- 
darily to the liver and to the blood; in others spleno- 
pathy figures as the prevalent factor in the morbid 
syndrome. 

Attempts have therefore been made by various 
therapeutic means to act on the spleen directly and 
destroy toxic processes in their inception; but the 
failure to accomplish this by medical agents has 
led to the use of more radical measures. There is no 
agreement as to the exact value of splenectomy, as 
the functional effects of the spleen on the organism 
are not definitely known. 

Silvestrini has made a number of animal experi- 
ments to determine the effects of splenectomy. 
These experiments, made on rabbits, show that the 
age of the animal and the conditions of life effect 
the results. 

Splenectomy in rabbits produces: 

1. A diminution of erythrocytes if the animals 
are very young; an increase if they are adult. 

2. A diminution of the haemoglobin contents if 
the animals are adult. 

3. An increase of the globular resistance of the 
erythrocytes whatever the animal’s age may be, but 
this returns to normal after about eight months. 

With regard to the relations which exist between 
the spleen and the other organs, Silvestrini’s re- 
searches have resulted in these conclusions: 

1. Extirpation of the spleen is well tolerated in 
rabbits and does not cause any alterations which 
are macroscopically appreciable in the different 
organs of the body. However, such an animal while 
it shows greed for food does not show a develop- 
ment compatible with its alimentation. 

2. After extirpation of the spleen, there are no 
immediate manifestations in the liver. Later there 
is observed a lymphatic hyperplasia first about the 
portal vessels, then in the hepatic lobes. There 
is an increase in the weight of the liver some time 
after splenectomy., Later still there is a slight 
alteration in the hepatic cells, but the alteration 
does not appear to be equal in the different lobes, 
which is not in agreement with Glénard’s hypothesis 
that there is a functional anatomic automatism in 
the two hepatic lobes. 

The author applies these results to the surgical 
practice of splenectomy. He thinks this operation is 
indicated in splenic anemia (Banti’s disease), 
chronic hemolytic splenomegalic icterus, hamolytic 
anemia, early primitive tuberculosis of the spleen, 
and leukemia. In the case of pernicious anemia 
and infantile splenomegalic anaemia the value of 
splenectomy is doubtful, while in kala-azar and allied 
conditions it is contra-indicated. W. A. BRENNAN. 
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DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Horwitz, A. E.: The Changed Character of Later 
Lesions Occurring in So-called Healed Tuber- 
culous Joints. J. Mo. St. M. Ass., 1916, xiii, 114. 


In all the cases observed by the author, the find- 
ings were constant and as follows: At an early age 
the patient suffered from a typical attack of tuber- 
culous disease. The treatment was in accordance. 
A cure resulted in due time. A period of freedom 
existed for a number of years, ranging from five to 
ten. Pain began to recur gradually. This was 
noted upon use of the part only. There was no 
pain at night or when at rest. The pain was great- 
est on first use of the joint, decreasing as motion or 
exercise increased. The same objective signs and 
findings were noted. Motions of the joint were 
limited when first manipulated. Further manip- 
ulations increased the range of motion and dimin- 
ished the pain. Slight tenderness existed. Re- 
ferred pain was noted. The roentgen ray showed 
the old necrosed bone with new tissue replacing it. 
With these findings the treatment naturally con- 
sisted in manipulations and massage, the reverse to 
that employed in the original condition. 

EpwArD L. CORNELL. 


Silver, D.: The Réle of Visceroptosis in the Etiology 
of Arthritis Deformans. TJr. Am. Orth. Ass., 
Washington, 1916, May. 

After outlining the present understanding of vis- 
ceroptosis and its influence on alimentary toxemia 
and emphasizing the extremely complex etiology 
of arthritis deformans, the author assumes that in 
many cases in which the two coexist the visceropto- 
sis is of the secondary acquired type; further, that 
in any case in which there is a primary visceropto- 
sis of sufficient degree to interfere with function it 
necessarily acts as a predisposing factor in the 
production of the arthritis and may be the deciding 
factor. 

The questions left for discussion are: (1) how 
frequently alimentary toxemia may act as such a 
deciding factor, and (2) whether the toxins, bacterial 
or chemical, thus enabled to enter the circulation 
may directly induce joint change. 

The laboratory and clinical evidence bearing 
upon the nature of the toxins in alimentary toxemia 
is reviewed and the published cases in which opera- 
tions for the relief of intestinal absorption in arthri- 
tis deformans have been performed are analyzed. 
From this study the author concludes: “It seems 
to have been demonstrated that the active agent in 
arthritis deformans may enter through the intestinal 
tract. This active agent is undoubtedly bacterial, 
probably most commonly streptococcic, and the 


intestinal mucosa is thus to be regarded as one of a 
number of mucous surfaces through which infection 
may enter the system. Through the production of 
stasis and probably also through its influence on 
glandular secretions, visceroptosis acts to cause in- 
creased intestinal infection and so favor systemic 
invasion; thus in an individual with lessened joint 
resistance it may be the deciding factor in the de- 
velopment of arthritis. How frequently arthritis 
develops in visceroptotic subjects and what the 
proportion is between the number of cases of 
arthritis due to this cause and that arising from 
other intestinal affections cannot now be stated. 


Boehme, G. F., Jr.: Plasterers’ Corns and Bunions. 
Med. Rec., 1916, 1xxxix, 560. 

A peculiar deformity found in plasterers’ hands is 
caused by the use of the “hawk,” a flat board with a 
central handle underneath it on which the plaster 
is held. Clinically the condition is a large bursa, 
like a typical bunion, found over the external aspect 
of the metacarpophalangeal joint of the thumb, 
varying in size from a quarter dollar to a fifty-cent 
piece. A smaller bursa is often found over the same 
joint of the index-finger. Over the first inter- 
phalangeal joint of the index-finger and the corre- 
sponding joint of the thumb are two hard callous 
areas or corns. 

The etiology of the condition is found in the 
manner in which the “hawk”’ is held, the central 
handle being grasped in the left hand, the board 
resting principally on the metacarpophalangeal 
joints and the flat surfaces of the index-finger and 
the thumb. The weight of six to eight pounds is 
thus borne for about eight hours a day to which is 
added the constant irritation of the board as it is 
rotated as the plaster is gradually removed. The 
treatment is prophylactic directed to the removal of 
the cause, toward this end the author having de- 
vised a new form of ‘‘hawk”’ which consists of a 
board with a handle revolving within a cylinder thus 
doing away with the constant friction. For early 
cases local soothing applications are advised with 
later use of the new form of “hawk.” For long 
standing cases, inflamed burse are treated like those 
found elsewhere in the body. Calluses may be 
removed by caustics or any salicylic salve. 

R. S. BRoMER. 


FRACTURES AND DISLOCATIONS 


Taylor, G.: Some Notes on War Fractures. 
litioner, Lond., 1916, xcvi, 244. 


Prac- 


The author gives a dissertation, on fractures 
occurring in warfare. The surgeons have been 
guided by the principles laid down by the British 
Medical Association Committee on the treatment 
of fractures, which are somewhat as follows: 
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1. In cases treated by non-operative methods, 
the older the patient, the worse the result. 

2. In cases treated by immediate operation, the 
deleterious influence of age upon the functional 
result is less marked. 

3. In nearly all age groups, the operative cases 
show a higher percentage of good results than non- 
operative cases. 

4. Although the functional result may be good 
with an indifferent anatomical result, yet the most 
certain way to obtain a good functional result is 
to secure good anatomical alignment. 

5. Operative measures are not to be regarded 
as a method to be employed in consequence of the 
failure of non-operative measures, for the results 
of secondary operations compare very unfavorably 
with those undertaken immediately after the injury; 
in order to secure the best results of operation, this 
should be resorted to as soon after the accident as 
practicable. 

6. The method is not to be undertaken except 
by such as have skill and experience in surgery, 
and the surroundings must be such as to ensure 
asepsis. 

Fractures in the neighborhood of joints, and 
fractures complicated by nerve injuries, are almost 
always submitted to operation. Lane’s technique 
was employed. The author condemns the treat- 
ment of compound fractures which are infected by 
plating. In case shortening should demand plating, 
it is wise to allow several weeks to elapse after the 
wound has healed before operation is undertaken. 
If the application of extension and splints does not 
give a good anatomical and functional result, he 
advocates open operation. He thinks it is wise in 
compound, comminuted fractures in the neighbor- 
hood of joints, to remove adjacent fragments of 
bones when necessary. He quotes Sir John Glen 
Sutton in advocating such treatment in gunshot 
wounds of the upper end of the humerus. Amputa- 
tions are undertaken only when general septicaemia 
threatens life. Death has been the usual outcome 
when rapidly spreading gangrene has followed 
ligation of the femoral artery because of haem- 
orrhage, in compound fractures of the thigh. He 
has gained a very favorable impression of the use- 
fullness of sulphur and glycerine emulsion as an 
antiseptic in infective cases. H. G. Sioan. 


Lemon, C. H.: Is It Possible to Obtain Bony Union 
in Intracapsular Fractures of the Hip-Joint? 
St. Paul M. J., 1916, xviii, 86. 


The author notes that fracture of the neck of 
the femur is a comparatively rare occurrence, and in 
proportion to the population it occurs more fre- 
quently in rural districts than in the city. He 
states that the family physician is not as a rule 
sufficiently informed as to the possibilities of treat- 
ment in this class of cases and does not inform the 
patient in time as to what may be accomplished, 
and Lemon is inclined to recommend that these cases 
be placed in the hands of a specialist in large clinics. 
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He laments the confusion of thought on this subject 
and that the average medical man does not know 
the difference between an intra- and an extracapsular 
fracture clinically. The teachings of Sir Astley 
Cooper that intracapsular fractures of the femur 
were incapable of bony repair, excepting in the cases 
where no actual separation of fragments had oc- 
curred on account of the untorn periosteum of the 
neck, Lemon believes untrue. Portions of the 
Hunterian Lecture of E. W. Hey Groves, for the 
year 1914, is reviewed and the author criticizes the 
experiments undertaken, because in the experi- 
ments a condition was created that never occurs in 
simple fractures. A fundamental law in the healing 
of fractures is that bony apposition of the frag- 
ments must be obtained if callus is to be obtained. 
The author has treated about 50 cases of fracture 
of the hip-joint during the last fifteen years, ac- 
cording to a definite theory, with uniform success. 
His central thought has been approximation of the 
fragments, his experience being that where the frag- 
ments were approximated and held immovable from 
two to four months in a well applied spica dressing 
the patients suffered no pain. They had no bed- 
sores and they ultimately walked without a crutch 
or a cane, and, excepting in those cases that were 
nailed, they walked without a limp. In view of 
this experience he is unable to understand the at- 
titude of some leading fracture experts, in persisting 
in the statement that a functional result is all that 
can be hoped for in the majority of these cases. 
Lemon believes that what is possible in the treat- 
ment of other fractures in joints is possible in the 
treatment of fractures of the hip-joint. He be- 
lieves in the proper application of the Whitman 
method, emphasizing the correct manner of apply- 
ing the plaster-of-Paris spica as being of very great 
importance in the success of the treatment. This 
he believes will prevent failure in from go to 95 
per cent of the cases, and is the treatment recom- 
mended by him. Emit C. RositsHEK. 


Wight, J. S.: Methods of Treating Oblique Frac- 
ture of the Femur. Am. J. Surg., 1916, xxx, 86. 
Wight advises waiting five or six days before un- 
dertaking the open reduction method. He secures 
the oblique fragments with screws and removes all 
mechanical devices after they have served their 
purpose, as they are foreign bodies and tend to cause 
irritation. The best and most accurate method of 
extension is by means of the Steinmann pin through 
the bone, so the pull will be applied directly to the 
distal fragment. R. B. CoFIeELp. 


Hungtington, T. W.: Fracture Records; a National 
kffort Toward Standardization. Northwest Med., 
1916, Xv, 114. 


The author emphasizes the absence of any com- 
plete fracture records either in hospital or in private 
work and refers to the important relation of the 
recent legislation of compensation laws to the end- 
result of fracture treatment. He gives the ‘‘frac- 
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ture schedule” recommended by the Committee 
on Fracture Treatment of the American Surgical 
Association and makes a plea for its adoption by 
hospitals, physicians, and insurance companies, 
in order that a more exact knowledge of the end- 
results of different methods of treatment, which 
are based upon the permanent functions of the 
affected part, may be obtained. E. B. Mumrorp. 


Allen, H. E.: A Plea for Conservative Treatment of 
Fractures. Northwest Med., 1916, xv, 111. 

Allen feels that there is a conservative field for 
the treatment of fractures and that a great many 
open operations are unnecessary and expose the 
patient to infections. He emphasizes the fact that 
the alignment is more important than a perfect 
end-to-end apposition. 

The use of Lane plates in old ununited fractures 
and deformities is condemned and the bone-graft 
is advised instead. The author feels that the in- 
dication for operation in a fracture is the inability 
to obtain apposition and alignment. 

E. B. Mumrorp. 


Lane, A.: The Operative Treatment of Fractures 
in Warfare. Practitioner, Lond., 1916, xcvi, 231. 
Lane gives an account of fractured bones treated 
by plating, and the text is profusely illustrated with 
radiograms. 

Attention is called to the fact that fractures 
received in warfare usually show more comminution 
of the bone because of the force of the projectiles, 
in contrast to that seen in civil life. Infection 
follows more frequently because of the fact that 
bits of clothing and dirt are carried in by the pro- 
jectile. He does not advise fixation of fragments 
in compound fractures where there is infection 
immediately after the receipt of the injury. In 
case fixation may be necessary for the comfort of 
the patient, it is best to place the screws at some 
distance from the site of the fracture in order to 
avoid further rarefaction of the bone from the 
screw holes becoming secondarily infected. The 
plates now used in bone work, in connection with 
the war, are much stronger than those formerly 
used in civil practice. In case it is necessary to 
plate a compound infected fracture, it is wiser to 
allow several weeks to elapse after the injury has 
been received before operating. 

The author lays stress on his plan of putting the 
bones in alignment by means of plates where there 
has been loss of substance in the bone, after allow- 
ing for any shortening. When the ends are not in 
contact, they will regenerate enough bone to bridge 
the gap, if the effect of engorgement is taken advan- 
tage of by allowing the patient to be up with an 
ambulatory splint applied. If any septic focus 
is observed during an operation, a culture and 
vaccine should be obtained and employed at once, 
should symptoms of wound infection develop. It 
is most important that the joints which are in 
relation to the fractured bone shall be moved as 
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soon as possible after operation, in order to avoid 
stiffness in the joints. Being up and around, with 
an ambulatory splint, materially increases the 
amount of callus at the site of fracture. Should 
rarefying osteitis exist, it is evident that the tech- 
nique of the operator is faulty. H. G. Sioan. 


Preston, M. E.: Conservation in the Operative 
' Treatment of Fractures. Colo. Med., 1916, 
xiii, 83. 

New therapeutic measures are often too readily 
taken up and as readily discarded even before their 
efficacy has been tested. Bleeding, oophorec- 
tomy, salvarsan, and sodium cacodylate are cited as 
examples. Preston urges that scientific considera- 
tion be given each new measure before it is heralded 
or condemned. 

The principal factors pointed out as necessary in 
operative treatment are exactness, proper technique, 
full appreciation of the mechanical factors, a good 
working knowledge of anatomy, and a full apprecia- 
tion of the laws of stress, strain, and leverage. 

Selected cases of fracture are suitable for surgical 
treatment. The method of fixation is largely 
determined upon by the nature of the tissue dealt 
with, whether it is compact or cancellous bone. 
Longer bone plates with the Sherman self-tapping 
screw with proper setting and only a moderate 
degree of tension give the best results. Rigid 
asepsis with due consideration of the laws of stress, 
strain, and leverage, and the nature of the tissue 
adds much to the success or failure of the operation. 

H. W. Mattsy. 


Peckham, F. E.: Congenital Elevation of the 
Scapula; A New Operation? Cubitus Varus. 
Boston M. & S. J., 1916, clxxiv, 315. 

The operation described is new and original and 
it would seem very logical in its results. 

The author discusses briefly the cause, which 
usually is stated as being a bridge of tissue or bone 
which anchors the scapulz to the ribs or spine. The 
old operation was to remove this bridge. In the 
author’s case, there was no such bridge to be found, 
and this is the type of case left untreated. The 
operation he recommends consists in removing a 
wedge of the trapezius muscle, suturing the angle 
of the scapula to the spine low down, and uniting 
the gap left by the removal of the V-shaped wedge 
of the trapezius. 

Cubitus varus, or gunstock deformity, usually 
follows fractures of the lower end of the humerus. 

The author believes that in most cases prevention 
of rotation of the forearm is not well carried out 
and because of the rotation, the deformity occurs. 

He describes his case and illustrates the method 
of strapping the hand to prevent rotation. 

C. C. CHATTERTON. 


Baldwin, C. H.: Old Dislocation of the Clavicle 
in a Child. Am. J. Orth. Surg., 1916, xiv, 152. 

The patient fell down two or three stairs when 

three years old and fractured her left clavicle. 
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At the age of nine, a roentgenogram showed the 
sternoclavicular articulation on the affected side 
one and one-half inches lower than the right. A 
new joint with perfect function had formed on the 
injured side. Pup Lewin. 


SURGERY OF THE BONES, JOINTS, ETC. 


Tuffier, T.: The Functional Status of Amputation 
Stumps in War (L’etat fonctionnel des moignons 
des amputes de guerre. Arch. de méd. et pharm. 
mil., Par., 1916. 

The author’s purpose was to determine the best 
amputation procedures, based upon the practical 
value of the stumps obtained. The information 
was gained from 13 reports by the chiefs of the ortho- 
pedic services of the military regions and from the 
author’s personal reports in the amputation ser- 
vice and ambulances at the front, comprising 2,031 
documents. 

The method of examination was uniform for all 
cases: after searching for the cause of amputation 
and that of all the consecutive accidents, a radio- 
graph was made; photographs and _ radiographs 
were taken of the stump both -before and after 
the operation. The relative frequency of each 
variety of amputation in the present war in France 
based upon statistics from Lyons, Le Mans, Mont- 
pellier, Nantes, on 1,538 cases, as well as those of 
the Maison Blanche, comprising 1,731 cases (Maison 
Blanche is the author’s clinic), is as follows: 

For the upper extremities 622 cases: 

348 arm amputations 
145 forearm amputations 
77 shoulder dislocations 
18 elbow dislocations 
34 wrist and hand dislocations 
For the lower extremities 1,109 cases: 
670 thigh amputations 
297 leg amputations 
86 partial foot amputations 
29 hip dislocations 
27 knee dislocations 

Amputations, double and multiple, 45 cases, 
including one case in which both arms and both 
legs had to be amputated. Of these 45 amputations 
29 were done at one operation, 16 at two sittings. 

Adding to these figures those furnished by the 
chiefs of the orthopedic services, and classifying the 
amputations by order of frequency, the result is: 

1,063 thigh amputations 

548 leg amputations 
542 arm amputations 
251 forearm amputations 
110 foot amputations 
125 shoulder dislocations 

58 hip dislocations 

47 knee dislocations 

41 wrist dislocations 

33 elbow dislocations 

Of the 1,731 amputations, 257, or 17.4 per cent, 
had to be operated upon twice. Interrogation of 


the 1,731 wounded brought out the fact that 279 
of them had had before from 2 to 4 successive 
amputations, 16.1 per cent. After an amputation, 
a mutilated soldier has 30 out of too chances of 
having to submit to a new operation, considering 
that in 536 cases the first operation was not sufficient, 
or a percentage of 30.9. 

Estor’s statistics are quoted showing 90.5 per 
cent good upper extremity stumps and 9.5 per cent 
bad ones; 68 per cent good thigh stumps, and 32 per 
cent bad ones; 53 per cent good leg stumps and 47 
per cent bad ones. 

Of the 279 amputations that had to be retouched 
or re-operated, the lower extremities were involved 
in 252 cases—s111 hip, 141 leg—and only 27 
cases of upper extremity involvement. 

As to the choice of operative procedure, the gen- 
eral opinion and the author’s personal observations 
establish the fact that the secondary operations 
that had to be performed were due to the classical 
circular incision, which procedure still has some 
staunch sustainers. War surgery, surgery in the field, 
operations day and night, clearly show that the 
circular amputation, simple and rapid, can not enter 
into the good practice of war surgery. It is difficult 
to tell in which selected cases it may be found to be 
indispensable. The general rule holds that a limb 
must be sectioned as far away from its root as 
possible; or the circular method gives in this respect 
a maximum result. The flap methods need a 
higher bony section, another disadvantage which 
can be offset by the possibility given the wounded 
to walk on the well-padded extremity of his stump, 
which gains in sluggishness to compensate what it 
loses in length. If the old imperfect circular 
method of amputation cannot be abandoned, can- 
not: the results be improved by choosing the time 
of operation? Will an immediate, retarded, or late 
amputation allow of an amelioration in the condition 
of the cicatrices?, Some authors are uncertain about 
it; others claim it is indifferent. The immediate 
operation eliminates the great majority of second- 
ary accidents, its greatest advantage being that 
it gives the softest cicatrices; but it is also serious 
in certain cases, as it may help to destroy a limb 
which could probably be saved otherwise; the dis- 
advantages will decrease in proportion as new means 
of combating infection are discovered. 

As for the seat of amputation, the author believes 
in choosing a place at a distance from the focus 
proper, to avoid infection and deplorable cicatrices; 
to cut at the hip even for a crushed tibiotarsal. 
The decision as to the point of amputation is 
based upon the seat of the wound; the bone le- 
sions; the nature of the projectile; the shooting 
distance for bullet wounds; finally, the close exam- 
ination of the traumatic focus and the surrounding 
regions. ; 

If amputation is done secondarily, far from the 
wound above the inflamed area where gangrene is 
feared a bone segment may be removed that could 
have been saved by a primary operation and the 
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cicatrix would certainly be less favorable. Each 
case requires individual consideration. A patho- 
logical stump may be considered sufficient if it is 
not painful. 

The lesions that render an amputated limb unfit 
for an artificial limb in 30.9 per cent of cases are, 
in order of frequency: incomplete cicatrization by 
ulceration or fistula; pains spontaneous or provoked 
by the apparatus pressure; often the entities com- 
bined. Ulcerations are often caused by too short 
a flap or by a diseased bone or nerve. Very scant 
flaps are sometimes cut. Another cause of ulcera- 
tion is the lack of post-operative care. He considers 
the operative section, after an operation, as formed 
of three cylinders, one sliding into the others: 
(1) the skin; (2) the superficial muscles; (3) the deep 
muscles, fixed and adherent to the bone. These 
three planes must be mobile, sliding, and elastic. 
If in the course of cicatrization suppuration occurs, 
and this occurs nearly always in urgent amputations, 
it brings about an adhesion between the three 
cylinders; there occurs a reciprocal fixation of all 
cylinders; and elasticity becomes nil. The skin, 
fixed by its deep side, is no longer capable of cover- 
ing the entire flat and bare surface; it ends, in lucky 
cases, by epidermizing, well or poorly, but not by 
forming a cuticle over the wound, which will result 
in an interminable cicatrization or a friable cicatrix. 

To avoid the necessity for a second operation 
(the simple dissection of the cicatrix), the margins 
of the wound must be brought together rapidly, 
and handled carefully and patiently. This can be 
done by the use of sutures applied in the superficial 
muscles, or by fixing on the skin of each flap an 
agglutinant, provided with a double row of clasps, 
which exercises an elastic traction upon each wound 
lip, making a true pliable corset. In other cases 
the author has seen a sort of bracelet, made of 
a cast band, applied over the skin that borders 
the wound; this method is used mostly by the Eng- 
lish and Americans. By the aid of the X-ray the 
author found dozens of suppurating stumps, an 
index of free sequestra, superficial and deep, some 
intramedullary. If removed, an immediate cica- 
trization is obtained. ‘The sequestra are not the 
result of a simple periosteal denudation, as formerly 
believed. The hypothesis of an infection at the 
origin must be accepted. This infection occurs as 
a rule in all war amputations. The author suggests 
therefore that periosteal denudation be carefully 
avoided, as it is unnecessary and dangerous. 

Radiographs of other cases showed an osteomye- 
litides, very frequently found in the femur. They 
are terminal or lateral. Clinically the stump re- 
mains tense, hard, painful. The removal of the 
mass eliminates such accidents. Lateral osteomye- 
litides extend 7, 8, or 10 cm. above the bony sec- 
tion, under the form of a new bony cylinder sheath- 
ing the diaphysis. They have necessitated three 
and four amputations in some cases. 

The author is not certain as to the final results 
in cases of lateral osteomyelitis. Referring to the 


OF THE EXTREMITIES 





Fig. 1. To the left, radial osteophytis; radiocubital 
bony point: the pisiform has been omitted in the flap, with 
out. interfering with the member’s functions, nor with 
the application of the apparatus. 


bony tissue, which he found to be very variable, he 
discovered most frequently a condition of hyper- 
trophic osteitis, rarefied, at the same time. The 
consistency of this bone is such that the femur or 
tibia could be cut with a Farabeuf blade, and by 
two or three chisel strokes it has been possible 
to remove the diaphysis entirely. In these cases 
he obtained two processes: an infectious, and a 
trophic. The resections of these osteomyelitides are 
found to be long and tedious; the periosteal tissues 
penetrate the irregularities of the bony surface and 
adhere to its projections; the bone bleeds copiously 
and the persistence of oozing is not favorable to a 
good union. The fibrous cicatricial parts must be 
resected or freed, and the cellular tissue brought 
back to its normal suppleness, allowing the skin 
to assume a normal surface. To avoid such accident 
the author insists upon the early disinfection of the 
wounds, which is the first principle in the treat- 
ment of all war wounds. 

A condition of true ergot is also extremely fre- 
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Fig. 2. On the lower left isshown an example of osteomy- 
elitis with a central sequestrum, fistula, and ulceration of 
the hip stump. The section shows the old diaphysis nec- 
rosed, enclosed in an incomplete circle of osteomyelitis of 
new bone. ‘To the right is shown a section of the preceding 
section, showing that there is not only a necrosis of the 
diaphysis, but also a series of other isolated sequestre. 


quent, especially in the hip; rarely in the leg and fore- 
arm. In the femur they lodge at the level of its 
posterior and internal parts, on the rough line. 
They are discernible about one month after ampu- 
tation, and are from 2 to 6 cm. long, varying in 
form. Radiographed, they appear like an opaque 
tissue, and not spongy as the common osteomyeli- 
tides look. They are easily recognized and are 
frequently indolent and interfere little with the 
prosthesis. Surgeons are warned to redouble their 
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prudence and attention, and they should watch 
not only the section of the rough line, but also the 
periosteal denudation at this level. An amputation 
of the hip should never be terminated before the 
condition of the periosteum of the posterior and 
internal parts of the femur is investigated. 

Neuritic pains reveal two causes easily distin- 
guished by the seat of their maximum intensity. A 
radiograph may show a normal bone, yet the stump 
may be painful. The pain is usually found over the 
cicatrix, and can be elicited by pressure; also a nerve 
stretched upon a bone may produce the pain; the 
maximum pain is found at the point of traction it- 
self. In the first case, the cicatrix should be re- 
moved and the neuroma found; in the second case, 
the muscle shouldbe incised and a neurotomy per- 
formed, with resection of the nerve. To avoid the 
two accidents, the author recalls Farabeuf’s saying: 
‘*Resect the nerves above the cutaneous surfaces 
and protect the nerve from bony contact.” Bac- 
teriologically speaking, neuromas are absolutely 
sterile. 

Reamputations are required in cases of too short 
a flap, ulceration, neurotic pains, osteomyelitis, 
or sequestra. One must resect in situ, the strictest 
care being necessary, freeing carefully all sclerotic 
regions. To avoid the alarming frequency of 
sepsis, the use of good drainage is recommended, 
and a redressing of the wound at the least sign of 
infection. All these regions are in a state of latent 
microbism, or in a medium favorable to infection; 
traumatism awakens and diffuses the virulence. 
The pathogenesis of ankylosis, as known, is due to an 
infectious process having reached the articulation. 
In the great majority of cases it is due to faulty 
treatment. Early mobilization of the amputated 
members and the use of English suspension ap- 
paratus are clearly justifiable. The author recom- 
mends that surgeons pay closer attention to the 
articulation adjacent to an amputation. For the 
leg, the knee should be maintained in a rectilinear 
position, as often and as long as possible. For the 
shoulder, the movements should be practiced before 
the stump cicatrizes. 

Practical conclusions for each variety of ampu- 
tation are: 

A hip amputation should be made as low as pos- 
sible, the length of the arm of leverage being of 
prime importance, especially in the upper third of 
the femur. A stump of 1o cm. is the minimum 
required to give a good field for applying the new 
prosthetic apparatus, a femoral lever that should be 
efficacious. To obtain a good product it is necessary 
to have a femur 14 to 15 cm. long. 

A sub- or intratrochanteric amputation, or the 
upper fourth of the femur, is harder to fit with an 
apparatus than a hip dislocation and gives the same 
functional results: the amputated walk on the pelvis. 
It should not be abandoned, for it is less dangerous 
than a coxofemoral dislocation. To diminish the 
inconvenience the femur should be straightened as 
much as possible during the healing of the wound. 
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Amputations by the circular method give terminal 
cicatrices which have all the defects of seat, form, 
and adherence; the technique requires further per- 
fecting. 

An anterior flap or a-combination of two flaps 
are the procedures of choice. These require a higher 
incision of the bone and therefore leave a shorter 
stump, a disadvantage which the circular method 
lacks; however, the flap method should be preferred 
wherever the higher bone section necessary does not 
permit the stump of a medium type to surpass one 
of a higher type, nor one of an inferior type that of a 
medium type. 

One should further direct carefully the process of 
cicatrization by the drawing nearer and the me- 
thodic traction of the flaps. Intracondyloid am- 
putations of the femur have given good results to 
Gourdon, Estor, Desfosses, and the author. They 
permit the patient, with a good anterior flap, tocarry 
the body weight on the extremity of the stump and 
to walk remarkably well. In all hip amputations, 
the author emphasizes the necessity of high section- 
ing of the sciatic nerve and the particular care of the 
rough line. 

According to Desfosses, a former pupil of the 
author and now surgeon of the orthopedic center 
at Clermont-Ferraud, after the fixation of the 
patella under the femur and the suture of the 
patellar tendon to the anterior fibrous regions, 
knee amputation with condyloid resection and su- 
ture of the patella (Gritti’s operation) to the 
posterior hip muscles gives excellent results. 

Knee dislocations proper, with or without the 
conservation of the patella, give generally unfavor- 
able results. Dissection performed by the author 
in three cases of reamputation showed the skin 
closely adherent to the atrophied cartilages, with- 
out any sliding. This causes the original pain, and 
this is the certain consequence of suppuration. It is 
preferable, therefore, to perform an intracondyloid 
amputation, 

Leg amputations immediately below the articu- 
lation (an excellent operation) give good general 
results. It seems that the skin provided with the 
patella supports constantly, perfectly, and indefi- 
nitely the body weight, when the adherent con- 
dyles crush it against the apparatus. The difference 
in results is due probably to post-operative infec- 
tion causing adhesions, and not to the skin of the 
condyloid cartilage. Leg amputations should give 
a cicatrix that will allow for a point of support on the 
stump directly or on the tibial notches, and should 
be performed as low as possible. The experiences 
in the present war show that an external flap gives 
acceptable cicatrices, while the circular method 
furnishes results generally deplorable; a number of 
such stumps cannot be fitted with artificial limbs, 
and they require one or two reamputations. The 
present operative procedure should be modified at 
the seat as well as in the cutting of the flaps. Chas- 
saignac says that ‘‘the place of election is the one of 
exclusion’”’; therefore, the place to be selected, if 


THE EXTREMITIES 


151 





Fig. 3. Radiography of an amputated leg stump show- 
ing an osteitis of the anterior tuberosity of the tibia. 


one exists, should be the bony section at the lowest 
point which will permit the cutting of a good flap. 
The posterior flap is preferable, and although it 
may leave a stump a little too large it can be re- 
duced by compression. The author thinks that 
bones are badly cut in leg amputations. He 
possesses dozens of radiographs showing the fibula 
sectioned much too low, far under the tibia. He 
recommends high sectioning of the fibula. When 
the amputation is to be done near the knee, less 
than 8 cm. from the joint, it would be better to 
cut the bones higher than lower. The very high 
cutting even in the tuberosity of the tibia gives 
excellent results and the author recommends its 
use. In all these amputations, it is advisable to 
provide for the perfect mobility of the knee, and to 
direct the cicatrization of the soft parts by elastic 
molds or by traction. 

Tibiotarsal disarticulation, with the cutting of 
the malleoli, as well as the intramalleolar amputation, 
gives good results. Subastragalus disarticulation, 
the osteoplastic amputation of the calcaneus, and 
the Syme operation are recommended. With 
these operations the fitting with artificial appliances 
is easy and the stump is tolerant. 
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To remedy an amputation, so-called, of Chopart, 
when the tibiotarsal articulation is placed in flexion 
and the head of the astragalus carried down and the 
cicatrix becomes exposed instead of protected, the 
author had to perform two astragalectomies with 
calcaneal osteoplasty. In war surgery, when sup- 
puration is the rule, the Chopart operation is to be 
discarded, for to finish it by an arthrosis, fixing the 
tibiotarsal joint, or to require a particular surveil- 
lance of the cicatrization and its sequel, is by no 
means practical. Radiographs show that in many 
so-called Chopart operations, the scaphoid has 
been forgotten. Lisfranc’s amputation and _ its 
analogous operations are unanimously recognized, 
They give good stumps on which the patient with 
an orthopedic shoe can walk very easily, even 
gracefully. The author has seen a great number of 
such cases due to frozen feet. For an upper limb 
the result of amputations and setting for disloca- 
tions are infinitely more satisfactory than for a 
lower limb. Only 50 per cent of the cicatrices were 
found vicious. Amputation as far as possible from 
the member’s root should be an absolute rule. 

For the hand, the smallest stump, including but 
the thenar eminence and a portion of the metacar- 
pal bones, gives services infinitely greater than the 
most perfect artificial hand that may be substituted. 
A dorsal cicatrix is the most preferable for the 
prosthesis. 

For the wrist, the palmar flap gives an excellent 
stump. Circular amputations result in a painful 
cicatrix, unable to support the pressure. 

As to the forearm, the author emphasizes that an 
amputation too close to the elbow does not make 
allowance for the attachment of an apparatus for 
flexion. It is therefore profitable to gain a few centi- 
meters which increase the value of the member 
50 per cent. The circular method or the flap 
method give good results, provided the cicatrix is 
pliable and free; a condition which is not common. 
Especial stress should be placed upon the site 
selected for amputation, for the patient should 
have the benefit of all movements of flexion and 
extension. New apparatus help to conserve move- 
ments of pronation and supination. It is further 
advised that during the entire period of cicatrization 
the mobility of the elbow and that of the radio- 
cubital articulation be carefully watched. The 
author has seen a number of cases of articular stiff- 
ness, irreducible. 

For the arm, the saving of the head of the hu- 
merus, if possible, is to be preferred to a complete 
disarticulation. 

From a functional point of view, the very short 
stumps, less than four fingers in width, are of no 
use and the prosthesis can furnish an arm for ap- 
pearances only. Subjacent amputations allow 
the wearing of an apparatus whose practicability 
depends upon the mobility of the joint, and cases 
of ankylosis of that joint are too numerous. 

The author is opposed to the practice of excessive 
removal of constrictions or deep cauterizations, too 


close and destructive, which have been banished, 
fortunately, by all ambulances at the front. 
Raout L. Vioran. 


Openshaw, T. H.: Amputations; Their Prevention 
and After-treatment. Practitioner, Lond., 1916, 
XCV1, 284 

From the author’s personal experience with am- 

putations, he estimates that amputations have in- 
creased seven-fold since the beginning of the war 
over what they ordinarily are in England. Am- 
putations ought to be considered from the view- 
point of the practicability of fitting an artificial 
limb to the stump afterward. The author thinks 
that amputations may be avoided in great measure: 
(1) by absolute rest with sufficient splinting; (2) 
the application of extension or fixing the limb in 
plaster of Paris from the first; (3) frequent antiseptic 
dressings; and (4) free drainage. He considers 
that the aseptic dressing is useless in war surgery and 
that dependence should be placed on antiseptic dress- 
ings. In general the circular method of amputa- 
tion is the best in case of gas gangrene or septicaemia. 
Much time, however, is gained and the healing of 
the wound shortened if the flaps are so cut that they 
can be approximated when drainage ceases. Em- 
phasis is laid on the fact that during amputation the 
nerves encountered must be cut high up in order to 
avoid a consequent neuroma of the nerve-stump. 

Amputation at the hip-joint is best performed by 

first ligating the femoral vessels, disarticulating the 
hip, and then finishing the amputation. ‘This type 
of operation gives a triangular scar and the stump is 
readily fitted to an artificial leg. A long flabby 
stump is here a great nuisance, as it cannot rest 
solidly on the cut of the artificial limb which re- 
ceives it. In amputations through the thigh, any 
shaped flaps may be used so long as the bone is well 
covered. The longer the piece of bone which is left, 
the more assistance will it be to the patient in 
managing his artificial leg. The author recom- 
mends Carden’s method in transcondylar amputa- 
tions. In this the knee-cap is resected and the long 
flap is made anteriorly so that the scar comes to 
lie at the back of the leg. In amputations through 
the knee-joint the author uses the method of Stephen 
Smith, in which two lateral flaps are made and the 
cartilages of the knee-joint and the patella are left. 
Operation below the knee is best done at the seat 
of election. The tibial stump may be only 1 inch 
or as much as 5 inches in length. It is of no ad- 
vantage to have it longer than this. Either type 
of flap may be used, lateral or posterior. For 
practical usefulness to the patient, he advocates 
amputation at the point of election where there is 
any question of amputation in the region of the ankle 
because of the more satisfactory use that the 
patient can make with this type of stump. 

In amputation wounds healing by first intention, 
the stump can be fitted to an artificial leg in about 
six weeks. Care must be taken, however, to see 
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that the stump has shrunk to its final size before an 
accurate adjustment can be definitely made. 
The conditions which will prevent an artificial leg 
from being fitted may be enumerated as follows: 


Loose or flabby stump, or too fat a stump. 
. Contracted limb. 

He advocates the applying of splints in all ampu- 
tations done at the seat of election in order to pre- 
vent contraction of the knee. In case such should 
happen, it will be necessary to do a tenotomy on 
the hamstrings, and in case this does not suffice, to 
cut the posterior ligament in the knee. The au- 
thor thinks that the shrinking of this ligament is to 
blame for contraction of the knee after amputation. 
The artificial leg should be fitted with a pelvic band 
when the amputation has been at or above the mid- 
dle of the thigh, in order to prevent the leg rotating 
in or out. Casts of the stump, from which the cup 
receiving it in the artificial leg is moulded, should 
be made with the patient bearing his weight upon the 
stump. 

In the upper extremity, it is necessary to leave 
every single portion which is possible. This is 
especially important in the hand. Even one finger 
or a thumb which can flex is better than any 
artificial appliance. The carpus should be left 
whenever possible, for this enables an artificial hand 
to be articulated. When the amputation has been 
above the elbow-joint, the author believes that the 
arm invented by Karns, of Warren, Penn., will 
prove by far the most serviceable. The best stump 
for this arm is that resulting from amputation at the 
middle of the humerus down to two inches from the 
wrist-joint. Harry G. SLoan. 


1. Painful bulbous nerves. 

2. Necrosis of the bone. 

3. Sinus leading to bone or foreign body. 
4. Inflammation. 

5. Dense, adherent, or eczematous scars. 
6. Ulceration. 

a 
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Packard, R. G.: Functional Result of Astragalec- 
tomy in Infantile Paralysis. Colo. Med., 1916, 
xiii, 93. 

The author’s report is based upon cases observed 
in the Boston Children’s Hospital during the five- 
year period from 1909 to 1913 inclusive. The 
time elapsing between the attack and operation 
varied from two to eleven years. The deformities 
of the feet varied greatly and there was often an 
accompanying paralysis of the muscles of the cor- 
responding leg and thigh. 

The operation originally advocated by Whitman 
but modified slightly consists essentially in the com- 
plete excision of the astragalus, more easily in three 
portions, and the backward displacement of the 
foot in such a way that the external malleolus may 
cover the calcaneocuboid joint, and the internal 
malleolus may be forced into the depression behind 
the scaphoid. The foot is then held in moderate 
equinus and the whole limb fixed in plaster of Paris 
for four to six months. 
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The aims of the operation are: (1) to secure lat- 
eral stability; (2) to obtain a better anteroposterior 
balance; (3) to overcome shortening of the foot; and 
(4) to overcome ankylosis by performing the opera- 
tion subperiosteally. 

In the 16 cases lateral stability was secured in a 
considerable degree in every case. The functional 
deformities were very well corrected. In the cor- 
rection of the foot-drop the results were not quite 
so good. The arcs of passive movement varied 
from to to 70°. The operated feet measured o to 
1.25 inches shorter than their mates and 1 to 4 inches 
shallower. The functional results of the operated 
feet were excellent in 4, good in 6, and fair in 6. 

In every case where it was possible to interview 
them, the parents made the statement that the 
children showed more efficient control of the ex- 
tremity than before the operation. Patti Lewin. 


ORTHOPEDICS IN GENERAL 


McKenzie, B. E.: Treatment of Club-Foot. 
J. Med. & Surg., 1916, xxxix, 121. 

The author describes the pathological anatomy of 
club-foot, laying emphasis on the contractures of the 
various tendons and on the three elements of the 
compound deformity, equinus, varus, and supina- 
tion of the foot. He advocates a two-stage pro- 
cedure, the first being the correction of the varus 
and the supination elements by means of manipula- 
tion on a wedge-shaped block with retention in 
plaster. If necessary a subcutaneous tenotomy of 
the plantar fascia is done. ‘The second stage is the 
correction of the equinus, and if necessary a tenot- 
omy of the tendo achillis is performed. If the 
latter is done in the first stage it interferes greatly 
with the correction of the varus. The time re- 
quired varies from six weeks to three months for 
the whole procedure. 

McKenzie deprecates operative work and _ re- 
tention in any form of dressing in children under 
one year of age and instead advises manipulation, 
with emphasis on the correction of the varus part 
of the deformity. In not more than 5 per cent of 
children and ro per cent of adults is any operation 
necessary and then only a wedge of bone is removed 
from the outer aspect of the astragalus. All in- 
cisions opening up and leaving a gap on the inner 
surface of the foot are condemned. The neglect 
of a proper shoe and a proper night brace is also 
censured. If complete correction has been made 
and a proper shoe worn there is no need of a day 
brace. Open incisions to cut tendons or fascie 
are not necessary. R. S. BROMER. 


Canad. 


Willard, D. P.: Subastragalar Arthrodesis in 
Lateral Deformity of Paralytic Feet. 77. 
Am. Orth. Ass., Washington, 1916, May. 


Lateral deformity of the feet in infantile paralysis 
occurs in the astragaloscaphoid and the astragalo- 
calcaneal joints and not in the ankle. Arthrodesis 
of these subastragalar joints gives a stable foot for 
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weight-bearing, does not interfere with ankle motion, 
does not shorten the leg, and gives a rigid point of 
attachment for the unparalyzed muscles. In this 
operation there is no careful dissection of the joint 
surfaces, instead there is a rough digging and 
gouging of the articular areas and the bony surfaces 
between them with no attempt to remove the frag- 
ments that are torn loose. Proper fixation of the 
foot in the proper position after operation is es- 
sential. The patient is allowed to walk in a cast at 
the end of four weeks, and the cast is removed in 
eight weeks. ‘The operation has been successfully 
done in six-year-old children. It can be well com- 
bined with tendon-transplantation. A report of 
cases by the author is given. 


Brian, B.: Talipes Equinus Through Myositis of 
the Triceps (Pie bot equino per miositis del 
triceps sural). Prensa méd., Argent., 1916 ii, 354. 


The causes which keep the foot in the equinus 
position are the retraction of the tendo achillis 
and the malformation of the astragalus. 

The retraction and shortening of the tendo 
achillis was the cause in the case reported by the 
author in a boy of 17; this kept the foot in a definite 
position. The surgical indication was therefore 
apparent, lengthening of the tendon. 

The osseous lesions were secondary: flexion of the 
foot, disappearance of the astragaloid function, and 
inflection of the ankle. Astragalectomy was in- 
dicated for the correction. Radiology six months 
after intervention showed firm overriding on the 
superior face of the os calcis, also the neo-arthrosis 
which is formed and which permits passive and 
active movement of flexion and extension through 
an angle of 20°. The plantar impression taken since 
operation shows the contour of the foot to be normal. 

W. A. BRENNAN. 


Young, J. K.: The Etiology of Congenital Absence 
of Parts. Lancet-Clin., 1916, cxv, 248. 

The author gives some facts bearing on the 
etiology and pathology of these conditions, some 
of which he thinks are amenable to treatment. 

A case is cited showing various absences of bones 
and digits and other marked deformities. He 
rather adheres to the so-called ‘“‘ray”’ theory because 
in this case all of the parts supplied by the rays 
from a common center were affected. He has also 
given some favorable consideration to the amniotitis 
theory where the adhesive band cut off the parts. 
It is shown that the congenital absence of both 
upper and lower extremities is rare, and the humerus 
is most rarely absent while the radius is most 
frequently found absent. The theories most 
plausible are: 

1. The theory of heredity. 

2. Prenatal disease (musculonervous theory). 

3. Arrest of development (osseous theory). 

4. Mechanical pressure (intra-uterine theory). 

5. Amniotic adhesion theory. 

His conclusions are that most of the theories are 
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faulty, illogical, and unsupportable and that most 
of the congenital absences are due to adhesive bands, 
and amniotitis being the cause of this and trau- 
matism being the cause of amniotitis gives a fair 
basis for his hypothesis. H. W. Matrtsy. 


Henderson, M.S.: The Intraperitoneal Inoculation 
of Animals; Its Diagnostic Value in Orthopedic 
Surgery. Tr. Am. Orth. Ass., Washington, 1916, 
May. 

The difficulty and uncertainty of the diagnosis in 
obscure joint lesions may be very materially les- 
sened by employing the simple test of intraperitoneal 
inoculation of animals, which has been a routine 
procedure in the orthopedic section of the Mayo 
Clinic during the last three years in suspected cases 
of tuberculosis. The results have emphasized the 
fact that the symptoms produced by tuberculosis of 
a joint may be very mild. The test has allowed a 
differentiation in many instances between a diagno- 
sis of infectious arthritis and tuberculosis, which 
could not have been made with certainty by any 
other method. For this reason it would seem that 
it may be more readily employed when it is possible 
to obtain fluid or material for the test. 

Of 143 patients furnishing material there were 40 
who gave a positive test. The test is considered 
positive when miliary abdominal tuberculosis is 
demonstrated at necropsy of the animal (guinea 
pigs in this series). By cutting into the spleen and 
spreading the material from a tubercle on a glass 
slide, the acid-fast bacilli can be demonstrated by the 
ordinary carbolfuchsin stain. A somewhat high per- 
centage of negative results in this series of suspected 
cases can be to a large extent accounted for by the 
fact that in the early part of the work antiformin 
was used to rid the fluid or tissue of mixed infection. 
This solution acts on the tubercle bacilli either to 
kill or reduce their virulence, and thus the low re- 
sistance of the guinea pig is sufficient to overcome 
them. Since the antiformin solution greatly re- 
duces the value of the test, it should not be used. 


Baetjer, F. H.: Relation of Visceroptosis to Spinal 
Lesions. Tr. Am. Orth. Ass., Washington, 1916, 
May. 

In dealing with the subject the author has classi- 
fied the position of the gastro-intestinal tract ac- 
cording to the build of the individual. He sub- 
divides the position of the gastro-intestinal tract 
into three divisions: First, in individuals weighing 
150 pounds or more, the stomach is always high up 
in the abdomen, occupying a transverse position; 
the pylorus and duodenum lying to the right of the 
median line and well up under the gall-bladder 
region. The transverse colon is also well up, lying 
just beneath the stomach. Second, where the 
individual weighs in the neighborhood of 120 pounds, 
the stomach is cowhorn in shape, the greater curva- 
ture lying at, or just below, the umbilicus and pylorus 
and duodenum either in the midline or just to the 
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right. The transverse colon is slightly prolapsed, 
lying about two inches above the crest of the ilium. 
Third, where the individual weighs around 110 
pounds, the stomach is of the fishhook variety, the 
fundus always in the pelvis, lying completely to the 
left of the midline. The transverse colon is away 
down in the pelvis. 

The author then goes on to show that all of these 
positions may be perfectly normal, the important 
thing being whether or not the stomach functions 


155 


properly; in other words, as long as the gastro- 
intestinal tract functions normally the position does 
not matter. 

In analysis of cases in the three classes, the 
author could trace no connection at all between any 
spinal twists and strains with the position of the 
gastro-intestinal tract. The congenital abnormality 
of the spine did not seem to be confined to any one 
class, but occurred just as frequently in all of the three 
classes. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Sever, J. W.: Fracture of the Lumbar Vertebrz 
and the Transverse Processes; a Report of 
Four Additional Cases. Boston M.&S.J., 1916, 
clxxiv, 606. 


Sever adds 4 new cases to his previous 7, all due 
to severe trauma and all diagnosed with the aid of 
the X-ray. The cases involve: (1) the twelfth 
dorsal, first and fourth lumbar; (2) the first lumbar; 
(3) twelfth dorsal, first and second lumbar; (4) a 
transverse process of four lumbar vertebra besides 
the disarticulation of the last rib on the same side. 
All these cases were without nerve involvement and 
all will probably improve with ordinary orthopedic 
treatment. F.C. KIpNer. 


Peckham, F. E.: Scoliosis. 7y. 
Washington, 1916, May. 


Am. Orth. Ass., 


The author discusses the true etiology of scoliosis; 
i.e., the diseases or conditions which produce a 
softening of the bones and soft structures. Some of 
these diseases and conditions are: hypothyroidism, 
rhachitis, infectious diseases including the toxic 
diseases (auto), rapid growth, and possibly others. 
The spinal column as an entity supports the body 
weight; i.e., the head and trunk. With the bones 
softened and the ligaments lax, this support yields 
under the superincumbent body weight. The spine 
settles and is thus pushed downward into a scoliotic 
deformity. This is the anatomico-physiological ex- 
planation of the mechanics of deformity formation 
based upon these etiological factors. One case of 
hypothyroidism is reported treated by the adminis- 
tration of thyroid extract. 

For the mechanical treatment a frame is described 
on which the patient is placed with the body flexed 
and lying face down. Lateral and rotary pulls are 
then applied to the spine. Extension on both the 
head and feet may also be added. In this way the 
spine may be straightened and a plaster jacket ap- 
plied. A case is reported showing the improvement 
obtained under such treatment. Treatment based 
on the etiology is urged in addition to the me- 
chanical methods. 

This paper is only a preliminary report. 


Hammond, R.: Certain Aspects of Injuries of the 
Lower Spine. Tr. Am. Orth. Ass., Washington, 
1916, May. 

These cases are roughly classified as (1) those with 
actual bone injury, such as fracture of the body, 
transverse process, or spinous process of a vertebra, 
often associated with a partial luxation of one verte- 
bra on another, or the slipping of an intervertebral 
disc; (2) cases of severe wrenching or strain, due to 
partial or complete rupture of ligaments, relaxation 
of the sacro-iliac or lumbosacral joints, and associated 
with periarthritis, periostitis, and myositis of the 
structures involved. Only the second class is con- 
sidered in this paper. Certain anatomical types of 
spine are more easily disposed to injury than others. 
Accurate diagnosis is difficult, and the X-ray is 
inadequate in this particular type of back injury 
where fracture or similar injury is not demon- 
strable. These cases are prone to invalidism, 
are generally not malingerers, and do not respond 
readily to treatment. One of the trying features 
is the chronicity of these cases, with attendant 
mental unrest, which serves to prolong the convales- 
cence. Social workers are of much aid to the physi- 
cian in following up these cases and inducing them 
to return for treatment after they have become dis- 
couraged. 


Carderelli, A.: Cervical Spondylitis of Doubtful 
Nature (Spondilite cervicale di dubbia natura). 
Riforma med., 1916, Xxxii, 157. 

The author draws attention to a variety of spon- 
dylitis with a syndrome which must not be con- 
founded with that described by Struempell and 
Marie under the name of rhisomelic spondylitis. 
In this latter disease there is a total ankylosis of the 
vertebral column and also of the large articulations 
in the vicinity of the vertebral column. The 
spinal medulla is not usually involved; neither are 
the smaller articulations affected. 

The spondylitis now referred to has character- 
istics of its own. It begins with cervical pain, or 
perhaps the pain is sometimes in a part of the verte- 
bral column other than the neck. The pain is very 
violent not permitting the least movement, whereas 
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in ankylosis of the column rigidity does not cause 
any pain to the patient. The pain usually radiates 
into other regions or into the upper and lower limbs 
according to the part of the column affected. The 
spinal medulla is also usually involved, and there 
is a slight or even a complete paralysis which may 
be flaccid or spastic. 

This form of spondylitis generally results from 
rheumatism, tuberculosis, or gout and usually yields 
to treatment while the malady described by Struem- 
pell and Marie, the cause of which is not known, is 
incurable. W. A. BRENNAN. 


Le Breton, P.: A Case of Fracture of the Odontoid 
Process of the Axis. Jr. Am. Orth. Ass., Wash- 
ington, 1916, May: 


The patient, a young man, received a severe con- 
tusion of the head and right side of the neck, caused 
by a horse rolling back on him. The symptoms 
were severe pain, rigidity of the neck, a “wry neck” 
position with the head to the left. Paralysis was 
absent. The spinous processes of the neck described 
a curve to the left, and the spinous process of the 
axis projected to the left and below its usual site. 
The X-rays showed a fracture of the odontoid pro- 
cess at the base, with a subluxation of the axis, and 
a subluxation at the junction of the third and fourth 
cervical vertebra. Manipulation under an anes- 
thetic was discussed but weight and pulley treat- 
ment was tried first. One evening the patient 
voluntarily reduced the malposition by forcibly 
wrenching his neck straight. The pain and rigidity 
disappeared at once, and six months later the pa- 
tient was in a nearly normal condition. 


SURGERY OF THE 


Stopford, J. S. B.: Gunshot Injuries of the Periph- 
eral Nerves; the Syndrome of Compression. 
Lancet, Lond., 1916, exc, 718. 

Stopford has had an opportunity of examining 
many examples of injuries to the peripheral nerves 
occurring in military practice. The clinical progress 
in a large proportion of these cases may be said to 
follow one of the four following courses: 

1. Improvement seen in the sensory mani- 
festations within a few weeks, followed by restora- 
tion of tone and voluntary contraction in the 
paralyzed muscles, succeeded by complete recovery 
within four to eight months. The cases following 
this course are probably examples of physiological 
division, the missile having passed close to the nerve 
without any compression of the nerve. 

2. No improvement of any form even after four 
to six months. All of these cases are clinically 
examples of complete anatomical division, and 
surgical means alone can procure recovery. 

3. Fairly rapid improvements in the sensory or 


Bromer, R. S.: The Syndrome of Coagulation 
Massive and Xanthochromie Occurring in 
Tuberculosis of the Cervical Spine. Am.J. M. 
Sc., 1916, cli, 378. 

A case of cervical tuberculosis in which the 
diagnosis was obscure in the beginning is described. 

The characteristic spinal fluid findings in tuber- 
culosis of the cervical spine are described, both when 
the disease is not far advanced and when the disease 
is at its height. 

The spinal fluid was examined carefully and its 
contents is described in some detail. The author, 
in conclusion, states that the examination of the 
cerebrospinal fluid will not assure the diagnosis of 
Pott’s disease. He believes it valuable for showing 
a meningeal invasion and revealing a compression 
which makes a lumbar cul-de-sac, a closed cavity, 
where the cerebrospinal fluid stagnates. 

C. C. CHATTERTON. 


Marshall, H. W.: Chronic Backache. Boston M. 
& S. J., 1916, clxxiv, 591. 

The author in a long and interesting article 
brings before us a panorama of the various causes of 
backache; fractures, sacro-iliac and sacrolumbar 
displacements and strains, postural defects, bone 
deformities, muscle strain both primary and second- 
ary to blood changes, tumors, and various other 
causes are all mentioned, and most of them illus- 
trated by cases. The various forms of treatment, 
mechanical, corrective, surgical, physical, drug, 
dietary, and hygienic are all mentioned and the 
surgical treatment fully discussed. The object 
of the article is to urge thorough study of cases with 
diagnosis by elimination and treatment directed 
to all phases of the individual case. F. C. Kipner. 


NERVOUS SYSTEM 


motor symptoms, or both, up to a point when fur- 
ther progress becomes more tardy but very slowly 
continues. These are possibly instances of incom- 
plete anatomical division, but the divided fibers 
regenerate because they are in good apposition, and 
there is a minimal amount of cicatricial tissue. 
Surgery cannot accelerate the recovery of this 
group and the essential point is to differentiate it 
from the succeeding one. 

4. Improvement, which abruptly ceases or 
is followed bya relapse. Thisis an important group 
and contains a considerable number of cases. The 
relapse is almost invariably due to compression of 
the nerve by fibrous tissue or callus, necessitating 
operative interference, and diagnosis from the 
previous group as soon as possible is of the utmost 
importance. Early recognition of this group of 
cases of compression is facilitated by the observation 
of a definite syndrome noted frequently by Stopford. 
This syndrome consists of a dissociated type of 
sensory disturbance; the area in which there is a loss 
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of sensibility to pain (tested by pin-prick) is greater 
than that in which the loss to light touch (tested 
by camel-hair brush) occurs. This syndrome is the 
reverse of that enunciated by Head, Rivers, and 
Sherren for injuries of péripheral nerves. It is 
not present in examination of recent injuries, but 
only develops after the wound has healed. All the 
examples of this dissociation which have come to 
operation show one pathological condition in com- 
mon; namely, compression of a nerve which is un- 
divided or incompletely divided. Robert H. Ivy. 


Sharpe, W.: The Operative Treatment of Brachial 
Plexus Paralysis. J. Am. M. Ass., 1916, lxvi, 870. 
The exposure of the brachial plexus is a much less 
difficult procedure technically than is commonly 
believed. Not only is the plexus situated quite 
superficially from a surgical standpoint, but also 
the skin incision may be so placed in the supra- 
clavicular space of the posterior triangle of the neck 
that the large blood-vessels with the vagus and 
phrenic nerves are all internal to the pathway of 
approach to the plexus and are usually never seen; 
the spinal accessory nerve lies far above. Only 
the external jugular vein, occasionally unimportant 
superficial nerve filaments of the cervical plexus and 
the transverse cervical artery and vein are en- 
countered as a rule, and these structures are fre- 
quently so placed that they may not require liga- 
tion or section. The subclavicular vessels rarely 
require exposure. 

The incision is a transverse one, 4 cm. in length, 
in a crease of the skin, about 2 cm. above and 
parallel to the upper margin of the clavicle. It lies 
in the lower part of the posterior triangular space 
with the external jugular vein usually as its center 
point. This vessel is either ligated or retracted, 
and then by blunt dissection and retraction of the 
deep cervical fat, sternomastoid and omohyoid 
muscles, the deep cervical fascia is exposed overlying 
the plexus and the scalenus muscles. The deep 
cervical fascia is incised over the plexus until a 
complete exposure of it is obtained. Normally, the 
deep cervical fascia is very thin and transparent, 
so that the underlying plexus, especially the fifth 
and sixth roots, can be seen glistening through it; 
but in these cases of injury to the plexus, the deep 
cervical fascia is thickened, whitish, and non- 
transparent, owing to the fibrous tissue formation 
following the oozing of the blood at the time of the 
nerve tear; naturally, the earlier the operation, the 
more normal is the appearance of the fascia. 

The location and course of the suprascapular nerve 
should now be ascertained; usually it is embedded 
in a mass of fibrous tissue, fat and connective tissue 
just external to the junction of the fifth and sixth 
nerve-roots, and unless it is carefully dissected out, 
there is great risk of cutting it unknowingly so that 
it may be very difficult to find the distal end. 

In the hope that the continuity of all of the nerve- 
roots has not been destroyed anatomically, this 
mass of constricting fibrous tissue should be care- 
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fully dissected away, first from the fifth and sixth 
roots, then from the seventh, and finally from the 
eighth cervical and first dorsal nerve-roots. It is 
rare for all of the roots to be torn. 

If the nerve-roots are found to be completely torn, 
their respective stumps should be secured and their 
fibrous ends resected with a knife by slicing off trans- 
versely thin layers until the cross-section of the 
nerve-root of both the proximal and distal portions 
reveals the normal distinct nerve-fibers in their 
bundles within the sheath. Unless this fibrous 
tissue is removed, even if an inch or more of the 
nerve-end must be resected, a good result cannot be 
obtained. 

By elevating the shoulder and inclining the head 
toward the plexus, it is possible to “‘ bridge” gaps 
in the resected nerve-roots of 3 cm. and even 
greater without the tension on the nerve-root be- 
coming unduly high. When the separation of the 
nerve-ends is greater than 3 or 4 cm., it is usually 
better judgment to unite the ends by one of the 
methods of “‘splicing’”’ now used or even “ bridging”’ 
the gap with several strands of silk in the hope that 
the nerve-fibers will be thus permitted to grow down 
to the distal portion of the nerve. Fine black waxed 
silk is used to suture sheath to sheath, usually three 
sutures at one-third intervals around the nerve- 
root. After the suture of the roots has all been 
“placed,” the ends are brought together by ap- 
proximating the head and shoulder and the sutures 
are carefully tied. The tissues are carefully washed 
with warm saline solution, and, if there is no oozing 
of blood, two or three catgut sutures are used to 
unite the subcutaneous tissues, and three or four 
fine silk sutures for the skin. No drain is neces- 
sary. A small sterile gauze compress is applied 
and retained in position by several strips of adhesive 
plaster, and then the usual gauze dressing is applied. 
The arm is raised over the head, being made to 
grasp the opposite ear, if possible, and a gauze 
bandage with adhesive plaster holds it in position. 

The patient operated on for a brachial birth palsy 
was 14 years of age. The condition improved, but 
a good arm was not obtained. The children op- 
erated on at three months of age have made ex- 
cellent recoveries. This is due partly to the fact 
that in them there was not a complete tear of all the 
roots of the plexus; whereas, in the children operated 
on at one month of age, the plexus had been prac- 
tically torn apart in that the arm, hand, or fingers 
could not be moved at all, and thus the nerve lesion 
was always a more severe one. About half of the 
children operated on at one month of age, however, 
have shown a marked improvement; in four it may 
be possible to obtain a normal arm. As a rule, 
however, the children operated on at three months 
of age have shown a more constant improvement; 
yet if they had been operated on at one month a 
greater improvement might have been secured. 

The operation itself is not a dangerous one; there 
have been no deaths in a series of 56 cases. 

Epwarp L. Corne Lt. 
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MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Massey, G. B.: Clinical Study of 329 Cases of 
Cancer Subjected to Surgical Ionization. 
Med. Times., 1916, xliv, 100. 

The author reports on 329 cases of cancer selected 
from among 3,000 cases observed in the last 23 
years. These cases were subjected to surgical 
ionization. The method consists of the diffusion of 
the ions of zinc by an effectively strong direct cur- 
rent from zinc needles, connected with the positive 
pole and thrust into the edges of the growth, the 
circuit being completed by a negative electrode in 
the center of the large growths, or by a negative pad 
on a distant skin surface in cases of small growths. 
In the case of the large tumor, an intense action, 
both ionic and thermic is permitted. In such cases 
general anesthesia is necessary but in the small 
growths local anesthesia suffices. Secondary hem- 
orrhage when the tumor mass separates is the 
danger. ‘This must be eliminated at times by a pre- 
liminary ligation of the vessels. 

The patients selected presented growths in ac- 
cessible locations, and were supposed to be free 
from internal metastases. When regional infective 
glands were accessible, they were subjected to the 
same treatment at the time of operation. Of the 
cases, 44 per cent were freed from the disease after 
periods varying from 18 years to 6 months, rrr of 
these having passed the three-year period; 4 per cent 
of the patients died from hemorrhage, subsequent 
to the operation. These occurred in the separation 
of the growth, principally in the neck and tonsillar 
region. Of the cases treated 119 were classed as 
surgically operable, with 105 successes, or 88.2 
per cent; 210 were classed as inoperable, mostly 
recurring after knife operations. This class gave 
20 per cent successes. The diagnosis in each case 
was confirmed by a microscopic examination of the 
excision. 

The author urges earlier diagnosis and treatment 
as the best method of decreasing the cancer mortal- 
ity. He thinks cancer is a parasitic protozoan 
phenomenon. Harry G. Stoan. 


Royster, H. A.: Sarcomata in Unusual Situations. 
N.Y. M.J., 1916, ciii, 492. 

The author reports six cases in which sarcomata 
were discovered in unusual situations, either grow- 
ing from tissue rarely the seat of such growths or 
exhibiting other characteristics out of the ordinary. 

The first case, a fibrosarcoma of the sheaths of 
the musculospiral and median nerves, occurred in 
a girl seventeen years of age. The tumors were 
found on the right upper arm and left wrist, both 
the size of golf balls. They were hard, movable, 
and not tender, but accompanied at times by shoot- 
ing pains. 


The second case was a rhabdomyosarcoma of the 
trapezius in a woman aged twenty-eight years. 
She presented a flat, ulcerating growth on the upper 
posterior aspect of the left shoulder covering an area 
2 by 2.5 inches. 

The third case was a fibrosarcoma of the breast 
occurring in a woman twenty-nine years old. 

The fourth case was a spindle-celled sarcoma of the 
abdominal wall in a woman aged forty years. Six- 
teen years previously a small growth appeared under 
the skin of the abdomen just above the pubes. 
Four years ago it was removed under local anzs- 
thesia, but promptly recurred. It grew larger and 
two years ago was again removed, this time under a 
general anesthetic. Rapid recurrence took place 
and again it increased in size. The mass, about the 
size of a large cocoanut, was situated in the lower 
mid-abdominal region, raised above the surface and 
glazed, but not ulcerated. It was attached only 
to the abdominal wall, was somewhat movable, and 
showed little tenderness. The tumor was excised 
widely and deeply down to the sheath of the rectus; 
the bleeding points were ligated and the wound was 
closed with some tension. This patient recently 
reported that there was no sign of the return of the 
tumor. 

The fifth case was a lymphangiosarcoma of the 
coccygeal region in a woman of seventy years. 

The sixth case was a myxosarcoma of the buttock 
occurring in a colored man, aged twenty-one years. 
On account of the size of the tumor he was unable 
to walk, and when he stood without support he fell 
toward the left from the tumor’s weight. It was 
an inoperable case, but the patient constantly im- 
plored that at least a portion of the mass be removed, 
being perfectly sensible of the risk. The patient’s 
condition became critical on the table and the op- 
eration was not completed. He died an hour after- 
ward. 

No recurrence was noted in the other five cases. 

Epwarp L. CorNELL. 


Fleisher, M. S., and Loeb, L.: Immune-Reactions 
Against Tumor-Growth in Animals with 
Spontaneous Tumors. J. Med. Research, 1916, 
XXXIV, I. 

Although the conditions determining the growth 
of tumors in experimentally inoculated animals 
have been studied extensively, as the authors point 
out, the conditions underlying the growth of tumors 
in animals with spontaneous tumors are to a great 
extent as yet unknown. It was the practical 
interest attaching to such an investigation and its 
bearings upon human beings affected by cancer 
that led the authors to carry on this investigation. 

The subject was approached from several angles 
in an exhaustive way, and the following deductions 
may be made from the author’s study: 
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1. Mice with spontaneous tumors are not so good 
a soil for the growth of transplantable tumors as 
normal controls. This, they state, is probably due 
to secondary conditions connected with the develop- 
ment of spontaneous tumors, as age, and perhaps to 
effects of tumor-growth on nutrition. 

2. Certain mechanisms which inhibit in normal 
mice the growth of a transplantable tumor have the 
same effect in mice with spontaneous tumors, and 
one of these mechanisms may perhaps consist in 
the production of certain immune substances. 

3. In confirmation of the authors’ previous 
results they found that autotransplantation of 
spontaneous tumors succeeds in the large majority 
of cases, while a successful homoiotransplantation 
into normal mice is much more rare. The growth 
energy of the successfully transplanted tumors, 
they state, is approximately the same in the con- 
trol-mice as in the mice in which the tumor originat- 
ed, and the increase in growth energy after trans- 
plantation is to a great extent due to mechanical 
stimulation of the tumor during the process of 
transplantation. Those spontaneous tumors can 
on the whole most readily be transplanted, they 
declare, which show the greatest potential growth 
energy. 

4. Further investigations confirm their previous 
conclusion that mice with spontaneous tumors 
afford a better soil for the growth of the ordinary 
spontaneous, otherwise not readily transplantable 
tumors, than normal control-mice. 

5. Spontaneous tumors grow best in animals in 
which they originated as a result of two factors: 

(a) Certain specific conditions present in an 
animal in which a tumor originated are more favor- 
able to tumor growth than those present in normal 
mice, with or without transplanted tumors. 

(b) The identity of the body fluids which sur- 
round the tumor-cells before and after transplan- 
tation and the specific adaptation between tumor- 
cells and body fluids. 

6. In animals with spontaneous tumors as well 
as in normal control animals, the extirpation of a 
transplanted tumor makes clear the presence of 
immune substances or of immune mechanisms which 
had been produced through the growth of the trans- 
planted tumor. A spontaneous tumor, therefore, 
the authors declare, does not prevent the produc- 
tion of immune substances or immune me- 
chanisms. 

7. After extirpation of spontaneous tumors, 
substances or mechanisms which seriously antago- 
nize the growth of an ordinary transplantable tumor 
or of the autotransplanted spontaneous tumor, 
they state, are not demonstrable. Spontaneous 
tumors, in contradistinction to transplanted tumors, 
do not produce in any considerable quantity immune 
substances comparable to those produced by the 
ordinary transplanted tumor; neither do spontane- 
ous tumors neutralize immune substances produced 
through the growth of transplantable tumors. 

GEORGE E. BEILBy. 
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De Tarnowsky, G.: The Modern Treatment of 
Burns. J. Cutan. Dis., 1916, xxxiv, 191. 

Active antiseptic agents have no place in the 
present-day treatment of burns. They should be 
used only in the cleansing of the surrounding intact 
skin. The burn itself should be left alone as far as 
cleansing is concerned except for the removal of 
gross dirt. The method advocated by the author 
as first-aid treatment is to smear vaseline over the 
burned area until medical aid arrives. 

The treatment of a first-degree burn is either open- 
air treatment or protective dressings. The first 
can be applied as a rule only in the hospital and gives 
excellent results. The dressing for ambulatory 
cases is a protective ointment made up of equal parts 
of zinc oxide and cold cream ointments with one- 
half drachm white precipitate to the ounce. This 
ointment is smeared on gauze and applied to the 
burn, being left in place as long as possible, 8, 10, 
or 12 days, without changing. ‘The only indication 
for changing dressings in a first-degree burn is the 
presence of pain or temperature. The presence of 
pain may indjcate blebs under tension which 
necessitate evacuation, and fever indicates infection 
which necessitates repeated dressing. 

Open-air treatment is especially useful in connec- 
tion with extensive burns in the hospital. A dusting 
powder of stearate of zinc or bismuth is applied to 
the burnt surfaces. All sheets should be sterile. 

In burns of the second degree the tactile cor- 
puscles are exposed and great pain is experienced, 
so early covering of these end-bulbs is necessary. 
In exposed locations or near joints early grafting 
gives both the best cosmetic and functional results. 
In parts which are not exposed and are remote from 
joints, connective-tissue healing, though slower 
than grafting, gives good results and is permissible. 
To effect connective-tissue healing a protective 
covering is advantageous. The author recommends 
amniotic grafts to act as a protective covering, or in 
lieu of this substance the following protective oint- 
ment may be used: White precipitate of mercury, 
1 drachm; white wax, 0.5 ounce; zinc ointment, 1.5 
ounces. This ointment is impregnated into gauze 
and the prepared gauze kept in sterile jars for future 
use. 

The treatment of third-degree burns may exercise 
the ingenuity of the surgeon to the extreme in the 
formation of proper flaps, lengthening of tendons. 
etc., but no detailed description of this degree of 
burns is taken up in this paper. J. H. Sxizes. 


SERA, VACCINES, AND FERMENTS 


Hoskins, R. G.: Action of Pituitary Extract. 
J. Am. M. Ass., 1916, Ixvi, 733. 

The effect of intravenous injections of extracts 
of the pituitary gland on the intact small intestine 
was investigated. Dogs were anesthetized and 
the dorsal portion of the spinal cord destroyed. A 
segment of the intestine was immobilized (Tren- 
delenburg technique), and a recording lever was 
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attached. In five cases out of six a clean-cut de- 
pression of tonus and peristalsis occurred. Com- 
mercial “pituitrin” was the extract used. In three 
instances saline extracts of old preparations of 
desiccated gland gave similar results. 

The possibility is suggested that it may be 
correlated with some recent change in the process of 
preparing the extracts for market. In any case, 
each lot of the product should be tested by the 
manufacturer and its effect on peristalsis stated on 
the label of the container. Epwarp L. CorNELL. 


BLOOD 


Evans, F. A.: Observations on the Origin and 
Status of the So-called Transitional White 
Blood-Cell. Arch. Int. Med., 1916, xvii, 1. 


Because of the uncertain origin and status of the 
so-called ‘transitional’? cell which has always 
existed, the author in the hope of shedding some 
light on this obscure subject was led to make the 
observations contained in this paper concerning an 
unusual transitional cell reaction which he observed 
after the administration of salvarsan. 

The patient was a male, aged 29, who was admit- 
ted to the hospital complaining of shortness of 
breath. A clinical diagnosis was made of luetic 
aortitis with aortic regurgitation and moderate 
hypertrophy of the heart. Wassermann test was 
positive. Salvarsan, 0.45 gm., was administered 
intravenously. There was a very marked reaction 
following the adminstration of salvarsan and evi- 
dences of certain changes in the blood, such as 
jaundice, epistaxis, bleeding from the mucous mem- 
branes, etc., with the reduction of the red blood- 
cells and hemoglobin, and in addition the reaction 
was manifested by unusual changes in the white 
blood-cell picture. There was a decrease in the 
polymorphonuclear cells with an increase in the 
transitional cells. This transitional reaction was 
not then or later accompanied by any immature 
cells of the polymorphonuclear system. Subsequent 
sharp polymorphonuclear leucocytosis associated 
with a few myelocytes was almost without influence 
on the number of transitionals. The transitional 
cells, in contrast to those of lymphoid and endothe- 
lial origin and in common with those of known mye- 
loid origin, contained oxydase granules in great 
abundance after formaldehyde fixation and with 
alkaline solution of the reagents. 

There were no transition stages between any 
lymphocyte, large or small, and the transitional 
cell, and the specific stimulation of the transitionals 
did not influence the number of true lymphocytes 
in the blood. 

Although one type of large mononuclear cell 
bore a striking morphological resemblance to the 
transitional, only the latter was increased under the 
stimulation which occurred, and the total number of 
those cells going to make up the large mononuclear 
group was uninfluenced by the transitional reaction. 

While realizing that no definite statements can 
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be made from the data afforded by a single case, 
in view of the unique opportunity offered in this 
particular case for study of the transitional cell the 
author feels that the observations made strongly 
suggest the following conclusions: 

1. That the so-called transitional cell is not an 
immature or degenerated form of any other cell 
type, but is an independent cell type in itself. 

2. That the productive center of the transitional 
cell is closely related to that of the polymorpho- 
nuclear system, but is independent of it. 

3. That the transitional is not an endothelial 
cell, bears no relation to the lymphocytes large or 
small, and is probably of myeloid origin. 

4. That the one distinct type of large mono- 
nuclear closely resembling the transitional should 
probably be included with it to form an independent 
cell type; but that if there is any difference in the 
age of the cells of oval or indented nuclei, as seems 
likely, the cell with the indented nucleus—the 


typical transitional—should be considered the 
younger. GrorcE E. BErLBy. 


Rowan, J. J., Jr.: The Practical Application of 
Blood-Pressure Findings. J. Am. M. Ass., 
1916, lxvi, 873. 

Blood-pressure readings, as often made, are prac- 
tically worthless. Frequently, even the systolic 
pressure findings are incorrectly taken as, for in- 
stance, when the compression bag of the instrument 
is placed about the arm over the sleeve. 

In a series of experimental observations, to as- 
certain the increase of pressure required to obliterate 
the vessel with the bag over the sleeve of a garment, 
the mercury column registered a systolic pressure 
of from 10 to 30 mm. of mercury higher than on the 
bare arm. 

Another source of inaccuracy is the use of the 
palpation method of estimating pressures. In a 
series of 100 experimental examinations, the column 
invariably stood from 5 to ro mm. higher with the 
stethoscope than with the tips of the fingers. 

This paper is based on the results obtained in 500 
recorded findings from a series of examinations made 
during the last two years. The systolic pressure 
findings are of much less importance than either the 
diastolic or pressure pulse records. 

Generally speaking, its only real value is in those 
cases in which the diastolic pressure is known to 
be high, as in the course of a chronic interstitial ne- 
phritis, especially after arterial degenerative changes 
have occurred, and as an index to the probable con- 
dition of the diastolic pressure and the pressure 
pulse, or as an aid in arriving at a prognosis. Its 
diagnostic value is practically nil. 

AVERAGE BLOOD-PRESSURES 
Blood-pressure, mm. 


Number of Pressure 
Age Examinations Diastolic Systolic Pulse 
From 20 to 30 50 81 125 44 
From 30 to 40 72 86 142 55 
From 40 to 50 210 89 156 61 
From 50 to 60 168 88 183 04 
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A considerable proportion of the readings were 
made from patients with abnormally high pressures. 
Violent physical exercise produces high systolic 
pressure by means of cardiac hypertrophy. 

Epwarp L. CorRNELL. 


Minot, R. G., Denny, G. P., and Davis, D.: Pro- 
thrombin and Antithrombin Factors in the 
Coagulation of Blood. Arch. Int. Med., 1916, 
XVI, IOT. 


The authors have studied the blood in various 
diseases with reference especially to the content in 
antithrombin with the hope that they could say 
definitely that there are leading cases due to an 
increased amount of antithrombin and others due 
to a diminished amount of prothrombin and that 
diminished amounts of antithrombin occur only in 
cases subject to or having thrombosis. A con- 
sideration of these tests and normal variations of 
the factors and findings in the various pathological 
conditions from the basis of this paper. 

The authors describe the manner of making the 
various tests and record their results in detail. 
They make the following summary and conclusions: 

1. Prothrombin time, tested by the method used, 
varies normally from six to fourteen minutes. 

2. The technique and difficulties of the anti- 
thrombin test have been described. 

3. The antithrombin factor is the most satisfac- 
tory method for the comparison of amounts of 
antithrombin. 

4. Antithrombin varies normally. The anti- 
thrombin factor must be below 0.55 and above 1.81 
before one can be absolutely sure that the amounts 
are abnormal; one may be reasonably sure that the 
amounts are abnormal if the factors are below 0.68 
or above 1.47. 

5. In some cases a prolonged prothrombin time 
may be explained by a corresponding increase of 
antithrombin and a shortened prothrombin time 
by a decrease. There are cases which suggest that 
the available supply of prothrombin in the blood 
may undergo wide variations in disease independent 
of the antithrombin content. Certain cases of 
bleeding and of jaundice, also haemophilia, as well 
as others, seem to have a diminished supply of 
prothrombin. Actual increase of prothrombin does 
occur, as is indicated in a case of aleukwmic leu- 
kemia, and in some animals as compared to the 
human being. Relative increase is shown in a 
number of cases, especially thrombosis and some 
leukzmias. 

6. The prothrombin time does not always vary 
with the platelet count. 

7. Cases exist in which more calcium than usual 
is needed to obtain the prothrombin time. 

8. The amount of fibrinogen in human blood 
probably does not vary sufficiently to alter appre- 
ciably the prothrombin time. 

9. A positive increase of antithrombin is indicated 
in three cases. A relative excess is suggested in 
some cases in which the prothrombin is apparently 
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diminished. Diminution in antithrombin was 
especially found in cases of severe thyphoid fever, 
certain leukemias and anemias, and thrombosis, 
and in some cases associated with a low fibrinogen 
content. 

10. Cases of spontaneous bleeding occurred with 
normal coagulation factors. Others showed a low 
prothrombin, usually, but now always, associated 
with a relatively high antithrombin. The three 
patients with a very high antithrombin studied by 
the authors, all bled. GeorceE E. BEILsy. 


Cumming, J. G., and Chambers, J. S.: Tissue 
Cellular Protein Poisons. J. Lab. & Clin. Med., 
1916, i, 428. 

Cumming and Chambers refer to the fact that 
Vaughan’s protein poison has previously been 
derived only from pathogenic and non-pathogenic 
bacteria, from proteins of the vegetable world, and 
from albumins or globulins. In this paper they 
show that this protein poison can also be extracted 
from the tissue-cells of exsanguinated organs of 
multicellular organisms. They experimented with 
the tissues, including muscle, brain, heart, lung, 
liver, pancreas, and kidney, which they obtained 
from the dog, goat, ox, and rabbit. Inasmuch as 
protein poison can be obtained from blood con- 
stituents, the authors thoroughly removed all 
blood before clotting had occurred thus securing or- 
gans free from water soluble protein. 

Vaughan’s standard procedure for splitting off the 
poison was made use of, and the conclusions are: 

1. Vaughan’s protein poison can be prepared 
from tissue-cells of the exsanguinated organs of 
multicellular animals. 

2. The tissue-cell protein poisons are not only 
toxic for heterologous species, but also for homolo- 
gous species. 

3. The minimum lethal dose of the protein poi- 
sons — here reported — for the guinea pig and the 
rabbit is in proportion to their relative body weights 
when given by the intraperitoneal method of in- 
jection; when given intravenously, however, it is, 
in proportion to body weight, twenty-five times 
more toxic for the guinea pig than the rabbit. 

4. Tissue cellular protein poison hastens the 
clotting of blood from the guinea-pig, rabbit, and 
dog in vivo. The protein poison prepared from casein 
differs from these in that it either retards or pre- 
vents entirely the clotting of dog’s blood. 

5. Witte’s peptone does not prevent the clotting 
of rabbit’s blood in vitro. 

6. The in vitro experiments reported show that 
all the protein poisons tested inhibit the clotting 
of blood from the guinea pig, rabbit, and dog in 
certain percentages. GrEorGE E. BEILBY. 


Kahn, A.: Continuous Transfusion in the Produc- 
tion of Immunity. Med. Rec., 1916, Ixxxix, 553. 


The author presents a tabulated list of thirty 
experiments carried out on dogs, to see the effect 
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of continuous transfusion or swapping of blood upon 
an animal whose peritoneum had been previously 
infected. 

The animal, under ether anaesthesia, was lapa- 
rotomized, infected material (gauze covered with 
pus) introduced, and the wound closed tight. 

In twenty-four hours, the donor was chosen and 
the external jugular vein exposed throughout the 
neck. The infected dog was similarly treated. The 
animals were then turned head to head; the exter- 
nal jugular vein cut in the middle and the distal 
end of the vein of dog A sutured to the cardiac end 
of the vein of dog B; the other two ends were then 
united and all clamps removed. In some instances, 
this continual blood-swapping was kept up for over 
an hour. 

The conclusions are as follows: 


ful between dogs for periods varying from one-half 
to three hours. The experimenter believes that he 
succeeded in raising the vital resistance in many 
instances, while he is in doubt as to the production 
of immunity. 

The advantage claimed for this method is that 
the transfusion can be kept up for an indefinite 
period between several subjects, if desired, with a 
minimum loss of blood to each animal. 

Lucian H. LANpry. 


BLOOD AND LYMPH VESSELS 


Dyas, F. G.: Treatment of Femoral Aneurism. 
Surg., Gynec. & Obst., 1916, xxii, 493. 

The time of operation is essential to the successful 
result of the procedure, time being permitted when 
possible for collateral circulation to be established. 
Rest in bed is necessary during the period of waiting 
for the retardation of the growth of the aneurism. 
If the aneurism be situated above the origin of the 
profunda femoris the condition is greatly complicat- 
ed. If it be below, however, there is a good chance 
to preserve the limb. Plastic work for femoral aneu- 
rism is difficult because of the situation and high 
blood-pressure. These lesions are practically always 
caused by trauma in contradistinction to their 
formation elsewhere as a result of specific infection 
or high blood-pressure. 

Gunshot wounds are the commonest cause of 
femoral aneurism. The dissecting type in these 
instances rapidly forms large tumors raising up the 
muscles of the thigh. Treatment should be by 
double ligation above and below and by a partial 
removal of the sac. Two months elapsed between 
the date of operation and the time of operation in 
the case reported and the ultimate result was good. 


Moncalvi, L.: Lacing the Lingual Artery for Sec- 
ondary Hemorrhage of the Tongue (Allac- 
ciatura dell’ arteria linguale per emorragua sec- 
ondaria della lingua). Policlin., Roma, 1916, 
xxiii, sez. prat., 273. 

In severe traumatic hemorrhage of the tongue 
hemostasis obtained by early intervention may 
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save the patient’s life. However, such a hemor- 
rhage is infrequent, not because traumatic lesions 
of the tongue are rare but because it is unusual for 
hemorrhage occurring with or consecutive to such a 
lesion to assume such proportions that it calls for 
operatory measures. The reason is that such 
lesions mostly involve the margin or the anterior 
third of the organ in which the vascular branches are 
relatively few. And even in the middle third where 
the arterial branches are thicker and hemorrhage 
may be severe, it is always susceptible of spon- 
taneous arrest. It is only in profound trau- 
matic lesions involving the posterior part of the 
tongue that hamorrhage may be of such magnitude 
as to endanger the patient’s life. 

The author considers that ligature of the lingual 
artery is an operation which is not easy of execution 
in such circumstances and that moreover it is 
accompanied by more or less danger. Tampons 
and the use of the thermocautery are likewise not 
efficient. In a case reported by the author a work- 
man owing to an industrial accident suffered a 
severe injury to his entire tongue. Five or six days 
later the wound was septic and necrotic and the 
secondary hemorrhage was so severe that urgent 
operatory measures were demanded. The author 
decided that lacing of the lingual artery at a dis- 
tance was the only practical method under the 
circumstances and this was carried out. The 
haemorrhage immediately ceased and the patient 
recovered, there being no bad effects eleven months 
later. 

The author counsels lacing of the artery at a dis- 
tance in all cases where urgent intervention is called 
for as it is easier of execution, less dangerous than 
ligature, and gives satisfactory results. 

W. A. BRENNAN. 


Torrey, J. C.: Bacteria Associated with Certain 
Types of Abnormal Lymph-Glands. J. Med. 
Research, 1916, xxxiv, 65. 

This investigation was undertaken mainly for the 
purpose of controlling the work of Negri and Miere- 
met and that of Bunting and Yates, with reference 
to the causative agent in Hodgkin’s disease. The 
author undertook a cultural study of such Hodg- 
kin’s material as he could obtain and also of ab- 
normal glands from other diseased conditions, 
his purpose being to determine the frequency with 
which diphtheroids are present in such conditions 
and whether they could be referred to as a distinct 
type within this large bacterial group. 

The glands which form the basis of this study 
were, with one or two exceptions, obtained through 
surgical operations, and the material was studied 
by cultural methods and by animal inoculation. 

In the course of the study the author points out 
that aerobic diphtheroids of one type or another 
were isolated from four of ten typical cases of 
Hodgkin’s disease, but in only two instances did he 
find them of the pleomorphic granular type which 
has been claimed by Negri and Mieremet and also 
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by Bunting and Yates to stand in etiological re- 
lationship to that disease, so that as a result of the 
work presented here, and also the evidence that 
Torrey was able to gather from other investigators, 
he comes to the conclusion that the theory of a 
casual relationship between a diphtheroid and 
Hodgkin’s disease rests at present upon an insecure 
basis. GeorceE E. BEILBy. 


Horsley, J. S.: Reversal of the Circulation in the 
Lower Extremity. Ann. Surg., Phila., 1916, Ixiii, 
277. 

The therapeutic value of attempts to reverse the 
circulation in the extremities has been widely dis- 
cussed ever since Carrel and Guthrie published the 
results of their experiments in 1906. The author 
undertook a series of experiments on animals to 
determine whether the arterial blood when switched 
into the vein reached the ultimate capillaries. The 
cardiac end of the femoral artery of the dog was 
united to the distal end of the femoral vein by an 
end-to-end suture. The dogs were killed at in- 
tervals varying from a half hour to sixty-nine days. 
The results of the experiments upon all except the 
last animal were published in to15. In this last 
animal a cinnabar and bismuth mass was injected 
into the.femoral artery about an inch above the 
point of anastomosis. The artery was tied and 
roentgenograms taken. The systemic arterial cir- 
culation was then injected through the carotid 
with bismuth mass and a roentgenogram taken. 

From the roentgenograms it is evident that the 
circulation goes but little farther down the leg of the 
dog in sixty-nine days than it does the first half hour 
after the circulation has been reversed; that is, only 
a little below the knee. The author concludes that 
the beneficial results obtained by the reversal of the 
circulation in an extremity in threatened gangrene 
are due to the fact that obstruction of venous cir- 
culation causes the arterial blood to remain longer 
in the tissues than it otherwise would. The same 
result can be obtained more accurately and with 
much less danger by ligation of the femoral under 
local anesthesia. GATEWOOD. 


POISONS 


Smyth, H. F.: The Reactions Between Bacteria 
and Animal Tissues Under Conditions of 
Artificial Cultivation; Bactericidal Action in 
Tissue Cultures. J. Exp. Med., 1916, xxiii, 265, 
275, 283. 

The author has previously reported investigations 
on the reactions which occurred when tissue cultures 
in vitro were inoculated with living pathogenic bac- 
teria, and in this article he records his further ob- 
servations on the subject which confirm those of the 
former papers and strengthen the conclusions drawn 
therefrom. The results may be summarized as 
follows: 

Chicken plasma has a marked bactericidal action 
on bacillus typhosus, which may be in some slight 
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degree overcome by the presence of growing tissue, 
especially splenic tissue, in the cultures. 

On bacillus dysenteriae this bactericidal action of 
chicken plasma is present, but much less marked, 
and the same counteracting action of tissue, espe- 
cially splenic tissue, is evident. 

On bacillus coli versus chicken plasma has little 
or no bactericidal action. 

On bacterium diphtheriticum chicken plasma has 
a very strong bactericidal action which may be 
strongly counteracted by the presence of growing 
tissue in the cultures. 

In all cases the bactericidal action of the plasma 
is decidedly diminished by dilution, as shown by the 
comparative results of these and the cultures for- 
merly reported. 

The migrating white cells from splenic cultures, 
or substances closely associated with these cells, 
have a distinctly bactericidal influence on all or- 
ganisms tested, except bacillus coli versus. Murphy 
states that lymphocytes first appear in the general 
circulation of the chick embryo on the eighteenth 
to twentieth day, but in the author’s cultures of 
splenic tissue, cells resembling lymphocytes in 
morphology and behavior begin to appear in cul- 
tures of 11- or 12-day spleen and are abundant in 
cultures of spleen from 14-day or older embryos. 

While studying the action of pathogenic bacteria 
on chick embryo tissues cultivated in vitro, the author 
was impressed by the apparent stimulation of the 
cultures inoculated with bacillus typhosus when 
the bacilli themselves failed to develop. To deter- 
mine if this was an actual stimulation of growth or 
merely an accidental condition in the few cultures 
he had tested, heavy vaccines, or suspensions of 
killed organisms, were prepared and used for 
diluting the plasma for tissue cultures, thus allow- 
ing the use of many more bacilli per tissue culture 
than could be used with living organisms. 

His results seem to indicate that many bacteria 
may be utilized by tissue-cells as food for growth or 
may contain a substance or substances stimulating 
cell growth or multiplication. This substance he 
declares is stable and is not destroyed by heating 
to 100° C. or by long standing. With micrococcus 
aureus he found that this action was often neutral- 
ized or overcome by a substance inhibitory to 
growth. 

The nature of these substances, he states, has 
not yet been determined, though several attempts 
along this line were made by endeavoring to split 
the typhoid bacterial substance according to the 
method of Vaughan and testing the poisonous 
and non-poisonous residues separately. However, 
at the time too little bacterial substance was used 
to obtain enough end-products to be of much use, 
and the products so obtained prevented the plasma 
from coagulating. Even in the uncoagulated 
plasma there appeared to be an increase of cells in 
the cultures with the non-poisonous residue. The 
author hopes to be able to repeat these tests with 
split products at a later time when more bacterial 
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substance is available, with the hope of obtaining 
more definite results. 

The results obtained from the study of the re- 
action between various pathogenic bacteria and 
animal cells under conditions of artificial cultivation 
according to the method of Burrows led the author to 
undertake during the early part of 1915 the study 
of the action of human tubercle bacilli with chick 
embryo tissues cultivated in chicken plasma. Two 
strains of bacilli were employed in his work, one 
freshly isolated by the author from human sputum, 
using Petrofi’s egg-beef-juice-gentian-violet medi- 
um, and one obtained from the laboratories of the 
H. K. Mulford Co., a “Baldwin” bacillus used by 
them for preparing tuberculin. 

In plasma cultures, with or without tissue, he 
found that tubercle bacilli formed characteristic 
streptothrix-like colonies of loosely twisted skeins of 
threads. 

In plasma tissue cultures embryonal connective 
tissue and epithelial cells were found to phagocytose 
tubercle bacilli freely. 

Splenic tissue cultures from fourteen-day or 
older embryos if inoculated with isolated bacilli, 
he states, will phagocytose and prevent the develop- 
ment of all or nearly all bacilli present. The author 
concludes his study as follows: 

In plasma tissue cultures in vitro with tissue 
containing lymphatic elements the changes charac- 
teristic of early tubercle formation may be seen 
when such cultures contain masses of tubercle bacilli: 
(1) clustering of lymphocytes about bacilli; (2) 
clustering of epithelioid cells and other polynuclear 
or polymorphonuclear cells with multiplication of 
nuclei in the epithelioid cells; (3) fusion of epithelioid 
cells to form giant cells; and (4) degeneration of 
cells containing bacilli. Georce E. BeILby. 


Ullman, J. S.: Anthrax; Report of Cases. 
Gynec. & Obst., 1916, xxii, 450. 

Anthrax is transmitted to man by handling an 
infected animal or its excreta; or it is transmitted 
from the hide, hair, or other portions of an infected 
carcass. There are three avenues of infection: 
the skin, intestines, and rarely, the lungs. 

The external lesion, at the site of infection, is 
usually preceded by an itching and burning, and 
there may be a small papule resembling that 
caused by the bite of a flea. After a short interval 
(rarely more than three days), the papule increases 
rapidly in size, and a dark discoloration appears at 
the summit. At this point a vesicle appears, which 
may sometimes contain a bloody serum. Bacilli 
are early present in the lesion. The vesicle rup- 
tures spontaneously and a dark crust forms in the 
center of the lesion. This is the beginning of the 
necrotic process, which gradually spreads. The 
surrounding tissues are oedematous. 

The symptoms are chill, fever, malaise, weakness, 
occasional vomiting. Intestinal or pulmonary types 
cause symptoms due to disease of these organs. 

As to diagnosis, the occupation of the patient is 
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significant. Identification of the bacilli in the 
lesion confirms the diagnosis. Ascolin has devised a 
precipitin reaction. 

The only rational treatment so far reported is with 
specific serum, that of Sclavo ranging from 40 to 
150 ccm. with good results. 

The author, not being able to obtain a serum on 
the market, bled a horse that had been recently 
immunized against anthrax, and prepared a serum 
from the blood. The first patient was practically 
moribund when the serum was administered. ‘Two 
others, in whom the symptoms appeared, promptly 
recovered upon the administration of 50 ccm. It is 
advised that from 50 to 250 ccm. be given intra- 
venously in severe cases. 


Speed, K.: Post-operative Tetanus. Surg., Gynec. 
& Obst., 1916, xxii, 443. 

The presence of tetanus organisms in the dejecta of 
animals and in about 5 per cent of all humans has 
been proved. Carnivora as a rule have a relative 
immunity. The experimental work on the disposi- 
tion and effects of tetanus toxin introduced into the 
alimentary tract of animals is reviewed. The vari- 
ous digestive juices and the bacterial growth of the 
large bowel destroy large doses of toxin without 
untoward effect on the animal. Tetanus organisms 
may be carried in the blood stream. They have 
been found in nerves, brain, lymphatic glands, and 
blood of fatal cases in man. Animals may become 
tetanus carriers. 

The biologic requirements of tetanic infections 
are described. The spores and their toxin are neces- 
sary for the development of the disease in animals, 
and in man auxiliary infections, usually of pyogenic 
organisms, are required to establish tetanus. Ex- 
periments citing these facts are quoted. The forms 
of non-traumatic tetanus are enumerated as follows: 

1. Cryptogenetic or rheumatic tetanus. 

2. Tetanus after skin lesions — mechanical, 
bacterial, and thermic. 

3. Tetanus from the respiratory and digestive 
tracts. 

4. Tetanus after injections. 

5. Tetanus after vaccination. 

6. Tetanus after operation. 

Attention is directed to tetanus following elective 
operations which are classed as clean. The avenues 
of infection are: 

1. The operator’s hands. 

2. The instruments, dressings, and ligatures. 

3. Air infections. 

4. The patient himself. 

Post-operative cases have occurred after all types 
of operations, formerly more frequently in gyne- 
cologic surgery, but they still occur sporadically in 
aseptic surgery. 

The question of the possibility of catgut infection 
is discussed and the conclusion reached that it is 
not a carrier of tetanus infection. Bruising and 
handling of the bowel which permits an emanation 
of the tetanus bacilli from the lumen probably 
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causes the post-operative cases following laparotomy. 
Six cases are cited. 

The necessity for abstinence on the part of the 
patient from green vegetables and other uncooked 
tetanus spore-bearing foods for several days before 
operation coupled with a free catharsis in accord- 
ance with Matas’ advice is emphasized. 

The theory is advanced, however, that some in- 
dividuals are tetanus carriers and that these are 
responsible for many of the constantly occurring 
post-operative cases. 


SURGICAL ANATOMY 


Troell, A.: Some Attempts to Produce Exoph- 
thalmos Experimentally. Arch. Int. Med., 1916, 
XVH, 382. 


In a previous paper the author published the 
results of a number of clinical and experimental 
observations on the pathogenesis of the eye symp- 
toms in exophthalmic goiter. At that time he dwelt 
particularly on Landstrom’s explanation of their 
origin, and the result of his experiments led him to 
the belief that Landstrom’s theory of the production 
of eye symptoms in exophthalmic goiter was not 
a correct one. 

Troell, therefore, in this present paper records 
the results of his experiments to produce exoph- 
thalmos by the use of toxic materials, in some cases 
without any preparatory measures; in others, after 
having removed the superior cervical sympathetic 
ganglion on one side. 

His explanation of this method was that if it 
should be found that exophthalmos failed to appear 
on the side on which the interruption had been made 
in the sympathetic, this would be proof that the 
co-operation of the sympathetic was necessary for 
the production of such exophthalmos. He, there- 
fore, made use of other toxins than those of the 
thyroid gland in carrying on his experiments. The 
one which he found most satisfactory was /-tetra- 
hydronaphthylamine for the reason that it had a 
direct affinity with the sympathetic nervous system. 
His experiments were carried out on a great variety 
of animals and the results are recorded in a series 
of carefully prepared tables. 

Considered together his results show that when- 
ever exophthalmos proceeded from the assumption 
of co-operation through sympathetic stimulation, 
they were negative, but that in that group of cases 
in which paraphenylendeiamine injections were 
made they were positive, even when the co-opera- 
tion of the sympathetic had been eliminated. He 
seems thus to have proven that exophthalmos, not 
resulting from an intra-orbital tumor or some such 
cause, may arise without any intermediation of the 
cervical sympathetic. 

In conclusion the author states: ‘‘On the whole, 
the question of the genesis of exophthalmos in 
exophthalmic goiter remains unsolved. It must 
seem all the more desirable that we should acquire a 
thorough understanding of it, now that we have 
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arrived at a more complete recognition of the 
importance of distinguishing clearly, both in diag- 
nosis and prognosis, between the syndrome of 
clinical and pathologic anatomic phenomena which 
we roughly speak of as exophthalmic goiter.”’ 
GEorGE E. BEILBy. 


Brancati, R.: Experimental Alterations Produced 
by the Micrococcus Melitensis (Sulle altera- 
zioni sperimentali da micrococco meliteuse). Poli- 
clin., Roma, 1916, xxiii, sez. chir., 65. 

The affections produced by the micrococcus 
melitensis are multiple in character. They may be 
manifested by continuous or remittent fever; by 
disturbances in the gastro-enteric tract; by nervous 
phenomena; by hypertrophy of the liver and spleen. 
Sometimes the local manifestations are such as to 
pass into the region of operative intervention. 
Thus, various authors have reported cholecystitis, 
suppurative parotitis, epididymitis, phlebitis, etc., 
as due to this organism. 

The author has made a number of animal experi- 
ments to find the exact effects due to the microbe. 
In rabbits injections were made in the marginal 
veins of the ears, of a melitococcus emulsion in 
physiologic solution; or else a muscle was incised 
and deposits of the microbe placed there. In 
guinea pigs additional endovenous injections were 
made. 

The author gives the details of eight groups of 
such animal experiments and describes the changes 
found in the muscles, liver, spleen, medulla, etc. 
These results show in general the fact that lesions 
provoked locally by the artificial deposits of cultures 
of micrococcus melitensis vary from small nodules 
consisting of lymphocytes, eosinophiles, and endo- 
thelium to that of large collections of puriform 
substance. In these can be found all the regressive 
phases of the elements which occur in exudations of 
this infective process, due to the passage of the 
microbe from a distant point. The effects are 
principally seen in the liver, while in all other 
organs examined, the initial stages of hyperplasia 
of the lymphocytary and eosinophile elements con- 
tained in them remains, or there is only a simple 
hyperemia. W. A. BRENNAN. 


Macht, D. I.: Pharmacology of the Ureter; Action 
of Epinephrin, Ergotoxin, and Nicotine. J. 
Pharmacol. & Exp. Therap., 1916, viii, 155. 

The author makes the following summary: 

1. The effect of drugs on the ureter was studied by 
the use of longitudinal strips and rings of the ureters 
of pigs and oxen. 

2. When kept in Locke’s solution on ice the 
ureter retains its vitality for three days. 

3. Aureteral ring preparation suspended in warm 
oxygenated urea Locke, exhibits spontaneous rhyth- 
mic contractions, thus affording a convenient 
means of studying the effect of drugs on ureteral 
tonus and peristalsis. 

4. Epinephrin increases the rate of ureteral con- 
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tractions and the tonus of the ureter; larger doses 
inducing a condition of tonic spasm or tetanus. 

5. The action of epinephrin is reversed after pre- 
vious administration of ergotoxin. 

6. The effect of nicotine upon the ureter is a 
primary stimulation and secondary paralysis, and 
is a strong corroboration of the existence of ganglion 
cells. 

7. The sameresults were obtained with the human 
ureter from a case of nephrectomy. J. H. Sxkives. 


RADIOLOGY 


Kelly, H. A.: Some Radium Achievements. 
J. Surg., 1916, XXX, 73. 

Kelly claims that radium cures skin epithelio- 
mata, especially those about the face, in over 90 
per cent of cases when seen early. 

When the disease extends on to and involves the 
mucous membrane of the nose or mouth or when it 
extends back of the ear and becomes adherent 
to the mastoid, although there may be marked im- 
provement, the final results are not nearly so good. 
Of the mastoid group he has not yet seen a single 
cured case. 

Cancer of the lip, if taken early, can often be 
eradicated; late cases are difficult to handle. He 
presents a case, however, which was treated and 
apparently cured. Where the glands of the neck 
are involved they ought to be removed surgically. 
Of cancer of the tongue he has had several apparent 
cures, but all were early cases. 

Of 20 cases of lymphosarcomata, 13 had been 
operated upon; all were advanced cases and most of 
them desperate risks, with one exception, yet 65 
per cent gained entire relief. Kelly does not believe 
that surgery is justifiable any longer in this group, for 
here surgery is at its worst with its practically in- 
variable recurrences, and radium is at its best with 
its rapid dramatic cures. 

Of 213 cases of cancer of the cervix uteri treated 
by Kelly between January 1, 1909, and January 1, 
1915, 14 were operable and 199 inoperable or in- 
operable recurrent cases. Of the 14 operable cases 
10 were operated upon and treated prophylactically 
with radium. Of these 2 have remained well for 
more than three years; 1 for more than two years; 4 
for more than one year; and 3 for more than six 
months. In 4 cases of the operable group, on ac- 
count of some general contra-indication to operation, 
radium alone was used. All of this group are living 
and well; 2 for more than three years and 2 for more 
than one year. 

The total number of inoperable and inoperable 
recurrent cases is 199, of which 53 patients have been 
clinically cured, 109 markedly improved and 37 not 
improved. The series includes 35 cases of originally 
inoperable cancers of the cervix uteri or vagina in 
which the patients are clinically cured: 2 cases for 
more than three years; 4 cases for more than two 
years; 17 cases for more than one year; 10 cases for 
more than six months. It also includes 18 cases of 
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originally inoperable recurrent cancers in which the 
patients are now clinically cured: in 1 case for more 
than six years; in 1 case for more than four years; 
in 11 cases for more than two years; in 10 cases 
for more than one year; in 5 cases for more than 
six months. 

=xcluding the 1o operable cases in which he both 
operated and used radium, there are 203 cases 
left; in 57 of these 203 cases the patients are clini- 
cally cured. Of the 57 clinical cures, 1 has-lasted for 
six years, 3 for more than four years; 4 for 
more than three years; 5 for more than two years; 
24 for more than one year; 15 for more than six 
months. 

From this experience, Kelly formulates the follow- 
ing rules: 

1. Operate on every operable case, estimated as 
a good risk, as heretofore. 

2. Radiate from four to six weeks after the opera- 
tion. 

3. Do not operate on borderline cases, but use 
radium first, for the disease practically always 
returns after operation in these cases, while many 
are curable with radium. 

4. Radiate all the advanced inoperable cases, 
for many of these too are curable, or can be shrunken 
so as to become good risks. 

5. Where there are metastases up into the ab- 
domen, radiation may give great relief and a tem- 
porary return to apparent good health, but it will 
not cure. Davip R. Bowen. 


Bythell, W. J. S.: Radiography of the Chest in 
Children. Arch. Radiol. & Electrotherap.,\ 1916, 
XX, 321. 


The author lays stress on the gre&t value of 
fluoroscopic examination, which, in his opinion, 
will in the great majority of cases, make a plate 
examination unnecessary for a diagnosis. Aside 
from the examination of the lungs proper, he em- 
phasizes the value of the X-ray in the diagnosis of 


. spinal abscesses associated with caries of the verte- 


bre, and the determination of congenjtal or ac- 
quired stricture and diverticulum of the oesophagus. 
In the examination of the lungs, the author is of the 
opinion that an experienced observer should be able 
to see, in children up to twelve years of age, on the 
screen, practically everything in the thorax that 
can be seen on a plate. He dwells on the value of 
the Coolidge tube for this purpose. 

In the writer’s experience, the origin of tuberculo- 
sis in children, in practically every case, is at the root 
of the lungs. This may result in a calcification of 
the bronchial lymph-nodes, or the latter may caseate, 
and extending to the neighboring tissues, produce 
a tuberculous bronchopneumonia at the __hilus. 
The shadows thus produced are blurred or mottled, 
differing from the streaky, linear shadows which 
may be seen in cases of chronic bronchitis. 

Healed lesions are more opaque and of sharper 
definition than active ones. The author here, 
however, emphasizes the necessity for invoking the 
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clinical data in finally determining the activity of the 
lesion. 

Apical disease is exceptional in young children; 
if present, changes will usually be found elsewhere in 
the lungs. . 

The shadows produced by acute bronchopneu- 
monia do not differ from those of tuberculous disease. 

HARRY WESSLER. 


Holmes, G. W.: The Roentgenoscopic Examination 
of the Stomach and Duodenum; a Report 
Based on the Findings in 730 Cases Examined 
During the Year 1914. Boston M. & S. J., 1916, 
clxxiv, 531. 

The expense incident to the usual roentgen 
examination of the gastro-intestinal canal being 
prohibitive in hospital clinics, the author endeavors 
to show that the results obtainable by a careful 
roentgenoscopic study are as good as those obtained 
by the more costly methods. In analyzing 730 
cases thus observed for stomach and duodenal 
lesions, he confines himself to drawing definite 
conclusions only in those cases where the roentgen 
findings have been checked up by operative proce- 
dures. In gastric ulcer, malignant disease, adhe- 
sions, and duodenal ulcer his findings were verified 
in over 87.8 per cent of the cases; in negative cases, 
gall-bladder lesions, and chronic appendicitis the 
percentage of correct findings, though less, still 
comprised a majority of those examined. 

Regarding the nature of the findings, in gastric 
and duodenal ulcer and malignant disease, filling 
defects, abnormal peristalsis, and residues in vary- 
ing degrees were present in all but a few of the cases. 
In gall-bladder lesions, chronic appendicitis, ad- 
hesions, and negative cases, abnormal peristalsis 
was the most evident, residues and filling defects 
being less so. 

Where doubt as to malignancy existed, the author 
inclined toward pronouncing the cases positive, 
believing that less harm would result from error in 
that direction than otherwise. He also maintains 
that the roentgen examination can replace explora- 
tory operation in those advanced cases where 
findings typical of extensive lesions are present, but 
no stasis exists. 

The technique used differed but slightly from that 
commonly employed. Stress is laid on maintain- 
ing constant factors, if reliance is to be placed on 
comparative data. As a result of the above study, 
the author has come to the conclusion that his 
method offers the best chance of obtaining correct 
roentgen findings with the least cost, and in hospital 
clinics it is the method of choice. A. HarTuNG. 


MILITARY SURGERY 


Flesch, M.: Gunshot Retention Wounds (Ueber 
steckschuesse). Beitr. z. klin. Chir., 1916, xeviii, 
400. 

Generally gunshot injuries in which part of the 
projectile remains lodged are of two kinds, large 
and small, differing, however, very much in char- 
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acter from each other. The large variety is prin- 
cipally characterized by the very much larger size 
of the entrance wound and the tearing of the skin 
and fascia. In the other class are placed all those 
injuries in which only small particles of the pro- 
jectile are found to be embedded. In this class 
of injuries the enormous penetrability of these small 
masses is of particular interest. 

In diagnosing retained particles and ascertaining 
their depth, the author has had great success with 
the Fuerstenau procedure. Extraction must follow 
the anatomic routes. W. A. BRENNAN. 


Delorme, E.: Gunshot Wounds in the Upper 
Limbs. Practitioner, Lond., 1916, xcvi, 26r. 

The author gives an interesting discussion of gun- 
shot wounds of the upper limbs, with an explanation 
of their treatment and complications. Injury of 
the phalangeal bones demands support of the in- 
jured finger by a splint or by strapping it to the 
neighboring sound finger. In this way displacement 
laterally or by flexion will be prevented. The 
general characteristics of the wound will depend on 
the angle at which it strikes the hand. Communi- 
tion of the bones is more prone to follow when the 
projectile strikes either the ulnar or radial surfaces 
of the hand. Conservation is the keynote in the 
treatment of all wounds of the hand. The removal 
of adherent splinters of bone is to be avoided. 
Loose splinters collected around the point of exit 
are better removed. Loss of substance in a meta- 
carpal bone causes a shortening, with the result 
that the flexion folds of the finger do not correspond 
with those of its neighbors, so that there is difficulty 
in grasping objects. It is better to splint all frac- 
tures of the hand than to depend on the immobiliza- 
tion that is given by bandage alone. Inflammatory 
infection of the tendon-sheaths requires immediate 
incision. The author recommends a palmar in- 
cision even when the redness of swelling may be 
most prominent on the dorsum, because of the fact 
that the pus is found in the deep palmar structures. 
He advocates the starting of the palmar incision at 
the junction of the themar and hypothemar emi- 
nences, then running it either along the axis of the 
index by way of the palmer M or by the median pal- 
mar incision, which starts from the same point and 
runs to the interdigital space between the index and 
middle finger, or by the internal incision, which 
starts from the same point and follows the edge of 
the hypothemar eminence toward the little finger. 
He does not advocate cutting across the radiocarpal 
ligament. 

Scar formation in gunshot wounds of the hands 
is likely to be followed by contraction deformities 
and serious loss of power. Deep thickened painful 
scars should be excised. Such scars may be largely 
avoided if the edges of the wound are brought to- 
gether as soon as granulation tissue appears. He 
advocates passive motion carried out by the surgeon 
rather than by the patient. When the tendons 
are attended by adherent scar masses, it is best to 








168 


dissect them free, and by wrapping them in adipose 
tissue or catgut prevent the formation of new ad- 
hesions. Divided tendons are best sutured. The 
author has observed that the distal ends of the flex- 
ure and extensor tendons almost invariably cor- 
respond with the metacarpophalangeal joints. 
The proximal ends of the extensor tendons scarcely 
go beyond the level of the midcarpal space. ‘Those 
of the flexure tendons are of varying levels. The 
two ends are usually connected by scar tissue, which 
is usually diffuse, hard, and blackened. Grafting 
of tendons seems to give the best results where there 
is lack of substance. A neighboring tendon is used 
to supply the graft. Amputation of stiff and de- 
forined fingers is called for only after unsuccessful 
reparative operations. The wounds of the hands 
due to self-mutilation are usually found to have 
entrance at the palm, with an extremely shattered 
condition of the tissues surrounding the wound on 
the dorsum. ‘Tissues blackened by the grains of 
powder may be recognized microscopically. 

Wounds of the wrist demand conservation pure 
and simple, suppuration to be simply drained by the 
classical incisions. Foci of chronic ostitis are 
curetted, chiefly by use of the lateral incisions. 
Every effort should be made to prevent sacrifice 
of bone in case of the radius or ulna alone, because 
of the serious and irremedial lateral displacement of 
the hand following. ‘The author advocates passive 
movements of the fingers from the first in wounds 
of the wrist, with a splint that will immobilize the 
wrist at the same time. Early mobilization of the 
wrist cuts short any stiffness. 

Wounds of the forearm are best treated by reduc- 
ing the size of the wounds by strips of adhesive 
plaster as soon as granulation appears. It is wise 
to keep the arm in a position opposed to that which 
the contraction of the scar will cause. Any re- 
moval of splinters from the radius or ulna brings 
with it the probability of a pseudo-arthrosis which 
is very difficult to deal with. Grafting of bone 
where there has been loss of substance with infec- 
tion has not been very promising, because of the 
lack of nutrition in the bed of scar tissue which the 
graft must occupy. The object of all treatment 
of simple fracture of the forearm is to preserve the 
dimensions of the interosseous space. They should 
be put up in supination. 

Wounds of the elbow have their chief practical 
interest in connection with their soft parts, viz., 
their arteries and nerves, whether these are injured 
by projectiles or enclosed by callus. Lesions of 
the articular extremity of the humerus are generally 
confined to the part struck, provided that the site 
of impact is below a horizontal line drawn from the 
epicondyle to the epitrochlea. Injuries above this 
point are characterized by large splintering of the 
bone. He advocates thorough disinfection at 
first with early immobilization by an apparatus 
which leaves the elbow exposed for drainage. In- 
fected elbow-joints are best drained by a postero- 
lateral incision. Amputation should be resorted 
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to only in the case of irreparable damage. Ankylo- 
sis is a fairly frequent sequel to injuries of the elbow- 
joint. The occupation of the man should be 
borne in mind when ankylosis is expected, and the 
arm be placed in a position that will be most ser- 
viceable to the patient afterward. Resections of 
the elbow-joint have not given as useful arms as 
ankylosed joints in good position. 

Stiffness in the elbow must be combated over 
long periods of time by graduated exercises or mobil- 
ization under anesthesia. In elbow injuries the 
triceps is often atrophied, and there may be danger 
of flexion occurring if in the interval this muscle is 
not electrically stimulated. 

Wounds of the arm are simpler to treat. At- 
tempts should be made to reduce the size of the 
wound by adhesive strapping as soon as granulations 
occur. The author calls attention to the danger 
of wounding the median nerve in operations for 
anteriovenous aneurisms because of the position 
of the nerve and its change in color, which makes it 
difficult to recognize. Cut nerves are sutured. 
Where there has been a loss of substance, the ends 
are grafted by means of a piece taken from the distal 
fragment, and wrapped in fat or catgut to prevent 
adhesions. Loss of substance in the humerus is 
readily accommodated by the shortening action of 
the muscles. Pseudo-arthrosis is rare. Simple 
apposition in a trough or angular splint gives better 
results than continuous extension. In suppuration 
drains are to be avoided. 

The common shoulder wounds are simple per- 
forations from front to back, usually with not much 
splintering of the bone, and when there is, these 
splinters are large and adherent and _ therefore 
amenable to treatment. Gunshot wounds of the 
surgical neck cause splitting of the humerus below 
into two large fragments while the head of the 
bone remains undamaged and forms the third frag- 
ment. Shoulder injuries demand _ conservation 
pure and simple. In infection of the shoulder- 
joint, an early deltoid incision is indicated. It is 
best made along the line of division between the 
deltoid and pectoral muscles. Sometimes it is 
necessary to remove the almost freed head of the 
humerus because of prolonged suppuration. Am- 
putation at the shoulder-joint should be performed 
only under the most exceptional circumstances, as 
an artificial arm is of little practical use. Mobiliza- 
tion of a stiff shoulder is best accomplished by trac- 
tion by weights in the direction of abduction. 
When the patient stands facing the apparatus the 
arm is carried forward, and when he turns his back 
the arm is carried behind him. Mobilization is 
completed by exercise on bars. Harry G. SLoan. 


Bruns, P. von: Treatment of Wounds in War (Zur 
Wundbehandlung in Kriege). Beitr. z. klin. Chir., 
IQ15, XCviii, I. 


In reviewing data sent to the author by colleagues 
in the field and in the hospitals with reference to 
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points already discussed in connection with wound 
treatment, the point is emphasized that in general 
infected wounds are not caused by small arms but 
are due to artillery. Koerte refers to the dangers 
of transporting the wounded. He has seen cases 
where wounds which nine and ten days after the 
injury were painless and without fever, after a few 
hours in a transport again became suppurative with 
recurrence of fever. He advises that wounds be 
left wide open; loosely tamponed to allow easy 
drainage of secretions; frequently and carefully 
bandaged; and the injured limb supported. The 
general opinion among surgeons is that the battle 
against infection must be carried on by means of 
antiseptics, but that treatment must be chiefly 
mechanical until an ideal antiseptic can be found. 

The author reports on Wrights’ hypertonic salt 
solution, the procedures of Whitehouse and Delbet, 
but especially on the treatment worked out by 
Dakin and Carrel, which he thinks should be applied 
at the earliest possible time, injected every one to 
two hours and into all recesses. In this way com- 
plete sterilization may be effected. 

W. A. BRENNAN. 


SURGICAL PATHOLOGY 


Kennedy, J. W.: A Plea for Practical Methods in 
Diagnosis. Med. Council, 1916, xxi, 37. 

This ultrascientific age has brought forth much 
that is of extreme and vital interest to our profes- 
sion, but the author questions whether we are not 
forgetting many of the most valuable lessons of our 
past masters. 

As much as it may seem uncomplimentary to a 
progressive age, the author questions whether or 
not the young graduate of this day is as good a 
diagnostician, from the clinical standpoint, as was 
the equally young graduate of a quarter of a cen- 
tury ago. Neither medicine nor surgery is an 
exact science and those ultrascientific means of 
recognizing disease have not yet compensated for 
the loss of interest and knowledge which may be 
derived from a careful study of clinical history, 
physical signs, and symptoms. 

Exploratory incision may have a place as a means 
of obtaining knowledge in abdominal conditions, 
but it is abused beyond human endurance and is 
causing an atrophy of reliable means of investiga- 
tion. 

No teacher can advance his ideas without being 
in contact with the particular case; all other opera- 
tors are merely surgical carpenters and are known 
more from the great number of cases operated upon 
than from any real progress they have given the 
profession. Experience is said to be a worthy 
teacher, but experience does not necessarily mean 
the handling of a great number of cases. Refined 
and masterful surgical judgment comes from crystal- 
lized experience and not necessarily from quantity 
of material. 

We must have more interest shown in the young 
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men. The author feels that the operator who is 
commanding a large clinic which is surrounded by 
a number of bright, eager young physicians who are 
not permitted under the instructions of the surgeon 
in command to do a large per cent of charity work, 
is a parasite upon the profession and has outlived 
his day of usefulness. On the young surgeon rests 
the future of the profession and under these circum- 
stances he is not getting his dues. 

During the author’s twelve years’ association 
with as conspicuous a gynecologist as the world has 
ever known, he has never seen a case in wh 
hysterotomy was indicated for diagnostic purposes. 
Hysterotomy has its place in surgery, but never from 
the standpoint of diagnosis. One certainly would 
not want to open the uterus if it were pregnant, and 
one certainly would not want to cut into its fundus if 
it were malignant, where hysterotomy was indicated, 
the incision being made as far from the malignant 
zone as possible. No surgeon with gynecological 
judgment would open the uterus for retention of 
blood, pus, or water. The surgeon who opens the 
uterus to remove submucous or intermural fibroids 
will find, in nearly every case, that after he has re- 
moved all tumors in sight, he has left a greater 
number of small growths. Myomectomy, even in 
the hands of the gynecologist, is of limited use and 
questionable merit. Certainly the general sur- 
geon is not attempting to ask the gynecologist to 
reverse his curettage, open the fundus of the uterus, 
ignoring a patulous cervix, while the infected con- 
tents of the uterus are removed through the abdo- 
men. Hysterotomy for diagnostic purposes is the 
wildest of all the surgical brain-storms to date. All 
exploratory incisions should be therapeutic in ter- 
mination. 

When an operator says that he has had so many 
thousand operations and such and such is his opinion, 
that cannot be taken as final; he may have started 
wrong and been wrong ever since. 

Epwarp L. CorNELL. 


Nakano, H.: The Value of Various Diagnostic 
Methods for the Cerebrospinal Fluid. J. 
Cutan. Dis., 1916, xxxiv, 179. 


The author reports a series of cases upon which 
the various laboratory tests were performed. His 
conclusions are as follows: 

1. The Wassermann reaction in the spinal fluid 
in late syphilis, as well as in cerbrospinal lues, tabes 
dorsalis, and dementia paralytica rapidly disappears, 
but the serum remains for a long period. 

2. The substance causing the complement 
fixation in the spinal fluid probably enters the fluid 
from the blood, but it has not yet been determined 
whether the antibody of this reaction is produced 
in the fluid itself. ; 

3. The Nonne-Apelt reaction frequently appears 
in the cerebral and spinal diseases. 

4. The Weil-Kafka reaction appears in acute 
and chronic inflammations in cerebrospinal and 
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meningeal diseases (lues, general paralysis, tabes 
dorsalis, and acute meningitis). 

5. The Lange reaction appears in almost all 
cerebral and spinal diseases. The nature of the 
Lange reaction is closely connected with the pres- 
ence of globulin and nucleoprotein in the fluid. 
It is very difficult to determine the difference 
between lues and other diseases. But in cases 
which have been proclaimed to be luetic by other 
diagnostic methods, the Lange reaction may be 
used to determine the early involvement of the 
nervous system of a syphilitic patient, since it is 
more sensitive than other reactions. 

6. The Nonne-Apelt, Wassermann, Weil-Kafka, 
and Lange reactions disappear by degrees under 
treatment with salvarsan, mercury, and iodine. 

J. H. SkILEs. 


Duval, P.: Operative Technique of the Extraction 
of Projectiles Under Guidance of the Hirtz 
Compass (Technique opératoire de l’extraction des 
projectiles sous la direction du compass de Hirtz). 
Rev. de chir., Par., 1916, xxxv, I. 

The author thinks that of all localizers the Hirtz 
instrument is unquestionably the best and the surest; 
but that it is necessary for the operator to be versed 
in its use. The employment of the instrument 
necessitates numerous precautions, and the apparent 
failures of the method are in reality failures in its 
employment by the radiographer or surgeon. 

The author in collaboration with Béclére has 
made about 90 extractions of projectiles with the 
Hirtz localizer, and has had no failures. The par- 
ticular technique to be followed for different regions 
is described and illustrated. W. A. BRENNAN. 


HOSPITAL, MEDICOLEGAL, MEDICAL EDU- 
CATION 


Breaking of Stitches and Opening of Wound Not 
Covered by Accident Insurance. (Stokely vs. 
Fidelity & Casualty Co. of New York (Ala.), 69 So. 
R. 64.) J. Am. M. Ass., 1916, Ixvi, 836. 

While the case cited of Stokely vs. Fidelity & 
Casualty Co., reported in the 69th Southern Re- 
ports, p. 64, is not a malpractice suit it will be of 
interest to the profession because of the finding of 
the Court that the breaking of stitches following an 
operation and causing death is not an accident with- 
in the meaning of the clause in an insurance policy 
insuring against death by accidental means. 

The beneficiary of an accident insurance policy 
brought suit against the Fidelity & Casualty Co. 
for the alleged accidental death of the insured. 
The plaintiff’s case was predicated upon the follow- 
ing facts which are taken from the Court’s review of 
the evidence. The insured was operated upon for 
appendicitis and for four or five days thereafter his 
condition was indicative of a rapid recovery. On 
the morning of the fifth day he had a coughing spell 
and complained of pain. Upon examination it was 
found that the stitches of the wound had broken 
and the intestines were protruding through the 
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opened wound. The patient was anesthetized 
and the intestines replaced and the wound closed. 
The patient never regained consciousness and died 
a few hours following this operation. The review- 
ing court held that the death of the insured was not 
caused by an accident which would render the 
defendant insurance company liable under the 
terms of its policy. The policy stating that it 
insured against “bodily injury sustained .... 
through accidental means... . and_ resulting 
directly, independently, and exclusively of all 
other causes .... in death.” The court ex- 
plains its reason for its affirmance of the judgment 
in favor of the defendant company in the follow- 
ing manner; that the breaking of the stitches was 
not an accident causing bodily injury and death; 
it was merely the failure of the means employed to 
prevent death threatened by other causes. 

The death which followed was undeniably and in 
a most material way contributed to, if not exclusive- 
ly caused by, the disease with which the insured was 
afflicted and the means taken for his relief. The 
surgeon testified that in his opinion the patient 
would have recovered from the operation had not 
the stitches broken, but the Court was of the opinion 
that the terms of the policy were such that there was 
no liability. J. A. CasTAGNINO. 


Degree of Skill and Care Required. 
1916, Ixxxix, 474. 


Med. Rec., 


The case of Pace vs. Cochran in the 86 S. E. 934 
discusses the degree of care and skill required by a 
physician and surgeon. The civil code of Georgia 
lays down the rule that: ‘‘A person professing to 
practice surgery or administer medicine for com- 
pensation must bring to the exercise of his profession 
a reasonable degree of care and skill. Any injury 
resulting from the want of such care and skill will 
be a tort for which recovery can be had.” This is 
the standard in Georgia by which an action for 
malpractice in that state is tested. In determining 
the question of reasonable care and skill the jury 
may consider the place of operation and all the at- 
tendant facts and circumstances which may be 
shown by the evidence. Expert evidence should 
be introduced then to show the usual and customary 
method of performing operations, such as the con- 
sent in question, which should be considered along 
with the other testimony bearing upon the case. 

The Supreme Court then discusses the use of the 
word “approved”’ for instructions to the jury and 
states that the use of the word “approved” might 
be misleading to the jury as to its meaning and as 
to whom the “approval” should be made by. 
The Court then refers to ‘‘Taylor’s Medical Juris- 
prudence,” and states that a surgeon should keep 
up to the latest advances in medical science and use 
the latest and most improved methods and ap- 
pliances having regard to the general practice of the 
profession in the locality where he practices. 

This case is one that fairly illustrates the position 
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of the law in regard to malpractice not only in 
Georgia but in practically every state in the Union. 

A physician operating is bound by the same rules 
as laid down and practically the same rules of 
evidence as in other cases and the average physician 
or the general practitioner is held to have and to 
exercise an average or reasonable degree of skill and 
care. A specialist, however, in his particular line is 
held to a higher degree of care. The degree of 
care to which a surgeon or physician is held would 
be the same degree of care and skill customarily used 
and exercised by a physician and surgeon under the 
same conditions and in the same locality. 

J. A. CASTAGNINO. 


Lupton: Roentgen-Ray Plates May be Shown to 
Juries. J. Am. M. Ass., 1916, lxvi, 982. 


One of the points raised by the defendant on ap- 
peal in a case where the plaintiff had recovered 
damages for personal injuries alleged to have been 
sustained by having his foot run over was that it 
was wrong to permit a physician to exhibit to the 
jury roentgen-ray plates taken of the plaintiff’s foot. 
The court in discussing this stated that there was no 
exception taken to the description of the injury as 
disclosed by the plates; that the only exception 
made was to the exhibition of the plates to the jury; 
and that as there was nothing to show any variance 
between the plates and the description of the injury 
aforesaid, that even if the exhibition of the said 
plates was erroneous it would be harmless. The 
court then proceeded to show that the question has 
been raised before in the presentation of ordinary 
photographs, which, when shown to be true repre- 
sentations and taken under certain conditions, are 
admissable, and that the same rule applied to 
photographs taken with the use of the roentgen-ray. 

J. A. CASTAGNINO. 


Locher, R. W.: Inguinal Hernia Viewed from a 
Present-day Medicolegal Aspect. Bull. Med. 
& Chir. Fac. Md., 1916, viii, 180. 


The relationship between an individual’s occupa- 
tion and the true etiology of hernia has been the sub- 
ject of controversy for many years, yet never before 
has the profession been called upon to give a more 
strict account of its knowledge of this phase of the 
subject than at the present time. Within the past 
few years the legislatures of quite a number of 
states have enacted laws holding corporations and 
employers legally and finally responsible for trau- 
matisms to their employees. Occupying a posi- 
tiun of considerable prominence on the list of trau- 
mas is hernia and it frequently devolves upon the 
doctor to determine whether or not a certain individ- 
ual’s occupation was at fault in the production of a 
particular hernia. 

Whether or not the sac is developed from a con- 
genital defect, such as a small funicular process, or 
whether it is of the true acquired variety, there is 
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one conspicuous fact common to both, namely, that 
the sac is the terminal result of a gradual process of 
stretching, covering a considerable period of time, 
and not the result of a single sudden strain or effort. 
The peritoneum possesses considerable elasticity and 
can be stretched gradually to almost any limit, but 
any single effort strong enough to produce protru- 
sions of viscera, such as are encountered in hernia, 
instead of stretching the peritoneum, must neces- 
sarily rupture it. That rupture of the peritoneal 
coat does not occur we are well aware, so as a 
natural sequence its presence as a hernial sac is 
due to a gradual stretching. 

With few exceptions every sufferer from hernia 
attributes his rupture to some particular strain or 
accident. If his occupation requires even the most 
modest of muscular effort, it is no trouble to cite 
some certain occasion when his rupture must have 
occurred. As a rule, this is not done intentionally, 
but from the fact that it is the common belief 
among the laity and the profession that rupture is 
commonly the result of accident or strain. Due to 
ignorance of the true facts concerning hernia, this 
ignorant and totally incorrect impression has been 
allowed to exist among the laity almost unchallenged, 
but the time is now at hand when it is the duty 
of every physician not only to acquaint himself with 
the facts about hernia, but to rectify the existing 
misunderstanding among his patients on every 
occasion where opportunity presents. 

Epwarp L. CorneLt. 


Interpretation of Physicians’ Liability Contract. 
Seay vs. Georgia Life Ins. Co., 179 S. W. R., 312. 

The above case may prove of interest to surgeons 
who indemnify themselves against suits for mal- 
practice because of the many technicalities of the 
policies which they carry. The plaintiff in the 
above suit was indemnified in the above company 
and carried what is known as a physician’s liability 
policy. Prior to the institution of the above suit, 
the plaintiff had been sued by a patient who had 
been injured in an accident and who was attended 
by one of the plaintiff’s assistants. The patient 
succeeded in recovering a judgment against Doctor 
Seay amounting to $1,000.00 and costs. The suit 
under discussion was brought by the doctor to 
recover this amount from the insurance company 
under the terms of the policy which it issued to 
Doctor Seay. A clause in this policy was that it 
undertook to indemnify Doctor Seay “against loss 
from the liability imposed by law upon the assured 
for damages and on account of bodily injury or 
death suffered by any person or persons in con- 
sequence of any alleged error, or mistake, or mal- 
practice by any assistant in the employ of the 
assured while acting under assured’s instructions.” 
In the malpractice suit against Doctor Seay the 
following facts were brought out by the testimony: 
That the assistant undertook to diagnose the in- 
juries of the patient, proceeded to treat him and 
in so doing was acting under the general directions 








172 


and within the scope of his employment although the 
employer, Doctor Seay, did not see the patient at 
the time, gave the patient no personal instructions 
or attention, and apparently had no knowledge of 
the particular case. The defense of the insurance 
company in the case under discussion was predicated 
solely upon the clause in its policy which is quoted 
supra, its contention being that the assistant in his 
treatment of the patient in question was not acting 
under the assured’s instructions within the meaning 
of the policy and that therefore the company was 
not liable for the expenses and judgment of that 
trial. The plaintiff contended that the assistant 
was acting in the line of his employment according 
to general instructions and custom which prevailed 
between himself and Doctor Seay. Should the 
court hold that an assistant acting urfder general 
instructions and within the scope of his employ- 
ment was acting under “assured’s instructions,”’ the 
purpose as defined in the policy within the qualifica- 
tions attempted would entirely fail. However, in a 
physician’s contract such as this one, the experience 
and ability of the individual insured necessarily 
enter largely into the consideration. As a safe- 
guard against error, mistake, malpractice, or care- 
lessness of the assistant, the insurer stipulates for 
the instructions of the insured, and following this 
line of reasoning the reviewing court stated in sub- 
stance that therefore it could not be held liable for 
any mistake, negligence, malpractice, or careless- 
ness of the assured’s assistant while acting under the 
general instructions of the assured but without any 
advice or directions from the assured in the partic- 
ular case, the policy being without provision as 
to the qualifications of the assistant. From a 
professional standpoint, the assistant was acting 
independently and without the suggestion, aid, or 
supervision of Doctor Seay. The finding of the 
court was that the insurance company was not 
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liable upon its policy and the finding was in its 
favor. 

It might be well to add for the benefit of physicians 
and surgeons who indemnify themselves against 
the liability which the law imposes upon their 
acts, that the holders of this form of policy of in- 
surance should note the many technicalities with 
which the insurance companies who write this form 
of insurance fortify themselves so as to make this 
form of policy a beneficial one to the company from 
a stockholder’s point of view. The writer has a 
number of cases in mind where the insurance 
company, after accepting premiums, disclaimed 
liability and under the technical provisions and 
limitations of their policies were enabled to success- 
fully defend and defeat any suit brought against 
them at a later date for the recovery of costs and 
expenses incurred by the policyholder in defending 
himself against a suit for malpractice. We would 
suggest, therefore, that the holder of a policy of this 
character, read carefully all the provisions of 
his policy and bear them well in mind. Malprac- 
tice suits against physicians and surgeons have 
been increasing in the last ten years to such an ex- 
tent that they now form no inconsiderable portion 
of the suits filed in the courts. From the foregoing, 
the writer does not mean to convey the impression 
that physicians and surgeons are negligent. The 
increase is probably due to the fact that the pro- 
fession has now reached such a high standard that 
the patient feels that failure to cure is evidence of 
negligence and attempts to seek relief via the pocket- 
book of the attending physician or surgeon. Judge 
William H. Taft, in a decision which he rendered 
while on the bench, stated that if the foregoing 
were the law ‘‘few would be courageous enough to 
practice the healing art, for they would have to 
assume financial responsibility for all the ills that 
flesh is heir to.” J. A. CasTAGNINO. 
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UTERUS 
Boldt, H. J.: Discission and Adjustment of an 
Intra-uterine Stem Versus Dilatation to Over- 
come Stenosis of the Cervical Canal. J. Am. 
M. Ass., 1916, lxvi, 1000. 

Is cervical dilatation really the best means of giving 
permanent relief? The question must be answered 
negatively, since it will be found in many cases that 
within from two to four months the cervical canal 
has again become constricted. There is, however, a 
method of intervention which will positively obviate 
this. Cervical discission with adjustment of an 
intra-uterine stem will give such guarantee. 

With the patient in the lithotomy position, the 
cervix, having been exposed with vaginal retractors, 
is drawn down and steadied with bullet forceps. 
A Simpson hysterotome is used. The cervical canal 
should not be dilated before the operation lest it 
confuse the operator as to the extent of the discission 
advisable. 

The discission is made on the anterior and poste- 
rior surfaces of the interior of the cervix. When the 
discission has been made, a hard rubber intra- 
uterine stem is adjusted. Epwarp L. CorNELL. 


Seeley, W. F.: The Primary and End-Results in 
Inoperable Cancer of the Cervix Treated by 
the Cautery Method. J. Mich. St. M. Soc., 1916, 
Xv, 169. 

Seeley reports 49 cases treated with the Percy 
method in the last two years and nine months. 
Of these, 37 were cauterized once, 10 were cauter- 
ized twice, one was cauterized 3 times, and one 5 
times. The chief indications were: foul discharge, 
hemorrhage, and pain in the order named, in cases 
with too extensive involvement to permit of pan- 
hysterectomy. The post-operative history is usually 
uneventful; occasionally the temperature rises to 
103°; there is little pain. The resulting slough is 
negligible if the cautery irons are not too hot. 
Marked improvement in the patient’s condition is 
noticeable: the hemoglobin rises 10 to 25 points; 
there is a gain in weight; hemorrhage, pain, and 
discharge cease; and by the time the patient is 
discharged the cervix and uterus are contracted and, 
covered with fresh scar tissue. 

The post-operative histories of 23 patients are 
collected. Of the series, 15 are dead and 8 living. 
Of those who died, 1 lived 19 months; 1 lived 11 
months; 1 lived tro months; 8 lived 4 to 8 months; 
4 lived less than 4 months. F, W. Hewitt. 


Watkins, T. J.: Prophylaxis of Uterine Cancer. 
Surg., Gynec. & Obst., 1916, xxii, 442. 

There are no means of determining that cancer has 

or has not been prevented. This paper must con- 


sequently deal with probable or possible means of 
prevention of cancer of the uterus. 

The fact that cancer occurs in women who have 
not borne children and occasionally in virgins, that 
it frequently begins in the glands of the cervix far 
distant from the vaginal portion and at times does 
not extend to the vaginal surface until late in the 
disease, are proofs at least that there is no constant 
relation between traumatisms of the cervix and 
cancer. 

From the meager knowledge which we have of 
cancer, it must be inferred that the irritation and 
circulatory disturbances resulting from traumatisms 
can be the only possible contributing factors in the 
development of cancer of the cervix, and that 
traumatisms of the cervix are not a frequent con- 
tributing cause of cancer. 

Erosions 6f the cervix are commonly neglected. 
An erosion of the cervix should receive attention 
for the same reasons that abraded surfaces in other 
parts of the body should be treated. It has become 
a habit to neglect them. They are probably most 
important as points of focal infection, but may be 
etiologic factors in cancer, as is an erosion of the 
lip, tongue, nipple, etc. Many cases of erosion are 
amenable to medical treatment. The more ex- 
tensive ones, with deep lacerations, extensive ero- 
sions, and glandular degenerations, require opera- 
tive treatment. The operation in the bad cases 
that will probably not have future pregnancies 
should be high amputation, including most of the 
glands in the cervix. 

Hemorrhage occurring after the menopause has 
been established for some time should as a rule in- 
dicate hysterectomy. Hemorrhage at that time 
should be considered evidence of the presence of 
cancer. If cancer is not found the operation is 
justified as a prophylactic measure. Cancer is the 
common cause of bleeding from a uterus that has be- 
come senile and atrophic. Fewer mistakes in diag- 
nosis are made by considering all of this group 
cancer than by the use of other known means for 
diagnosis in individual cases. This has been the 
author’s practice for some years and the results 
have been highly satisfactory. 

Incisions into and curetting of cancers should 
usually be avoided. Bloodgood’s study of cases 
would indicate the great importance of immediate 
operation after incision into cancerous tissue. 

Morris H. Richardson strongly advocates the 
removal of all tumors as a prophylaxis of cancer. 
This principle of treatment, the author believes, 
should apply to uterine tumors. All uterine 
tumors should be removed as a prophyalxis of can- 
cer, irrespective of other indications. 
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Case, J. T.: The Roentgen Treatment of Uterine 
Carcinoma. Surg., Gynec. & Obst., 1916, xxii, 
429. 


Assuming that there is no disagreement as to the 
successful application of the roentgen method in the 
treatment of superficial cervical epithelioma, this 
paper is confined to an inquiry into the value of 
present-day deep roentgentherapy in uterine cancer 
which has advanced beyond the stage of superficial 
epithelioma. By newer methods, the author re- 
fers to more powerful apparatus, improved filtra- 
tion, improved technique of irradiation, cross-fire, 
near focus-skin distance, etc., and the use of the 
Coolidge tube. These various developments have 
rendered possible the effective employment of 
doses aggregating at least one hundred times the 
maximum dose considered safe ten years ago. 
Warning is given, however, that this increase in the 
value of the method has been accompanied by a cor- 
responding increase in the danger attending its 
use. Greater skill and judgment is now required. 
Insufficient irradiation is likely to produce more ac- 
tive growth through irritation, instead of the in- 
tended destruction. Without adequate filtration 
the treatment is worse than useless. 

Emphasis is laid upon the growing value of roent- 
gentherapy as a palliative treatment. Some 
clinical cures are reported, but a sufficient per- 
centage of apparent cures lasting three or more 
years has not been obtained so that at the present 
time we are not justified in claiming for the X-ray or 
radium a permanent curative value. Neverthe- 
less, the destruction of cancer-cells in the uterus 
has been demonstrated histologically by various 
reliable investigators. There is a tendency for 
connective-tissue new-growth to replace the de- 
stroyed carcinomatous cells. Typical cases are 
cited, with the histological findings. Since the 
possibility of cure has thus been demonstrated, we 
must not be too discouraged, although our ex- 
periences to date do not include any permanent 
cures. The question of permanency of cure can 
not be known until after the lapse of eight or ten 
years. As yet we are not justified in substituting 
roentgentherapy for operation in any operable 
cases. 

Post-operative roentgenization is urged in all 
cases of malignancy. This treatment should be 
applied as soon after the operation as possible and 
as thoroughly as though the disease were still present 
in its entirety, the patient’s sole prospect of cure 
resting on radium, and roentgentherapy. 


Pfender, C. A.: Indications for Surgery or Deep 
Roentgentherapy for Myomata and Metrop- 
athies. Med. Rec., 1916, Ixxxix, 596. 


Pfender makes a strong plea for deep roentgen- 
therapy in uterine fibroids as well as in climacteric 
or preclimacteric metrorrhagia. He cites his own 
cases and those of other observers to show the 
good results obtained by radiation. The growth 
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of the fibroids is either arrested, or complete atrophy 
of the tumor occurs. 

The decrease in the volume of the myoma occurs 
in one or two ways: (1) through the ovaries, 
analogous to the shrinking during the climacteric 
or after the surgical removal of the ovaries, or (2) by 
a direct selective action on the tumor-cells. 

In treating young women the effect of the X-ray 
on the ovule with subsequent sterilization must be 
borne in mind. 

Preclimacteric metropathies are treated with bril- 
liant results, and it may become possible to bring 
about amenorrhoea in every case, regardless of age. 

Roentgentherapy is efficient and much safer 
than surgery in the majority of uterine fibroids. It 
is especially valuable in cases accompanied by 
marked anemia, myocarditis, renal or any other 
disease which would endanger the patient’s life if 
subjected to surgery. The contra-indications to 
roentgentherapy are: (1) malignancy or suspicion 
thereof; (2) large tumors causing severe pressure 
symptoms; (3) submucous myomata; (4) suppu- 
rative or degenerative myomata; (5) cases in which 
the diagnosis of myomata cannot be made with 
certainty; (6) adnexal complications, such as sal- 
pingitis or similar inflammatory processes. 

L. R. GoLpsmITH. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Salatich, P. B.: Technique by Which Conservatism 
is Made Possible in Diseases of the Adnexa. 
Am. J. Surg., 1916, Xxx, go. 


With the idea of treating the adnexa conserva- 
tively, the author uses the following technique: 

With the use of sponges arranged flat at the end 
of two or more sponge-holders, the different struc- 
tures can be separated with the greatest care and 
the least amount of traumatism. One can always 
see what he is doing and the fingers are not 
constantly in the cavity. This diminishes to a mini- 
mum the risk of entering a hollow viscus. 

One or more sponge-holders are used to separate 
the organs so as to find the adhesions. Generally 
there is some adhesion which can be severed either 
with a sharp scalpel or with scissors that cut well 
on the ends. In cutting these adhesions in this 
manner, the area of raw surfaces is diminished and 
the bowel is less likely to be torn into, necessitating 
drainage and rendering attempts at conservatism 
almost futile. The adherent bowels having been 
carefully separated, the position and condition of the 
adnexa are studied. If pus is suspected, they are 
gently packed off with dry or moist sponges. The 
tubes and ovaries are saved where possible. If the 
frimbriated end is closed, the author resects that 
portion. A case of badly adherent tubes and cystic 
ovaries is reported. Partial resection of one tube 
and ovary was performed. The patient has been 
pregnant twice since the operation. 


Epwarp L. CoRNELL. 
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EXTERNAL GENITALIA 
Quinby, W. C.: A Case of Pseudohermaphrodism, 
with Remarks on Abnormal Function of the 
Endocrine Glands. Bull. Johns Hopkins Hosp., 
1916, xxvii, 50. 

The case was that of a patient, 10 years old, whose 
parents were first cousins. The patient had been 
classed as a boy. His habits and activities were 
those of a normal boy; he spurned girlish pursuits 
and much preferred such games as football. The 
pubic and axillary hair had been present for four 
years. The voice had always been “coarse’’ and 
the hands and feet “‘stubby.” Since birth the ure- 
thra had opened at the base of the penis and the 
testes had not descended. There was an entire 
absence of any history of abdominal pain or crises 
suggestive of retained menses and there had never 
been any bleeding from the penis. Libido had not 
appeared as yet. 

On physical examination the general bodily con- 
dition and color were found to be excellent. The 
musculature was well developed. The head was 
rather large, with prominent frontal regions, and 
the shoulders, though broad, were markedly stoop- 
ing. The forehead was of moderate height; the 
face broad; the lips thick; the nose flat. The hair, 
dark brown in color, was rather coarse and was 
lacking over each lateral frontal region. The eye- 
brows were more sparse in their outer portions than 
toward the root of the nose. The eyes, ears, and 
mouth were normal. The ears showed no stigmata 
and the upper central incisors were no broader than 
the other incisor teeth. The palate was moderately 
high. There was a considerable amount of fine 
hair on the upper lip; the axillary and pubic hair 
was abundant, the latter showing the female type of 
distribution. The hands were broad and short, 
the finger-nails had been bitten. ‘The skin over the 
body was somewhat harsh. There were no abnor- 
mal deposits of fat. On examination, the heart, 
lungs, and abdomen were found to be entirely nor- 
mal. The breasts were undeveloped and of the 
male type. Very careful palpation showed no sign 
of any abnormal abdominal mass. There was no 
unnatural pigmentation of the skin. ‘The growth of 
hair below the knee on each leg was in marked ex- 
cess. 

On examination of the genitalia, the phallus was 
found to be represented by an organ 5 cm. long, 
curved markedly toward its ventral surface. There 
was a well-developed prepuce, drawn into folds on the 
dorsum, but not uniting completely in the midline 
on the ventral side. This covered the glans, which 
was well developed except for the meatus, which 
was replaced by a ventral groove. At the base of 
this structure, between it and the slightly prominent 
mons, the skin rose in a fold and, encircling the 
phallus, extended downward on either side to form 
the bifid scrotum or labia majora. No testes or 
spermatic cords were to be felt anywhere. When 
the glans was drawn upward, the opening of the 
urethra was seen at a point corresponding to the 
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penoscrotal junction. From this to the tip of the 
glans the middle line showed a longitudinal gutter 
covered by striae of mucosa. The perineum from 
meatus to anus was smooth and without trace of 
depression. There was nothing to suggest labia 
minora. 

Rectal examination showed an apparent absence 
of the prostate, although in the region above this 
area there was felt a small mass about 2 cm. long 
and 1 cm. broad, not tender and only slightly mov- 
able. 

At operation no trace of a spermatic cord could 
be found in the inguinal canal. On entering the 
abdomen, an infantile uterus with tubes and ovaries 
of normal appearance was found. An ovary, with 
an adjoining portion of its tube, was excised for 
histological examination. 

It is evident that this was a case of atypical sene- 
ensemble, more commonly, though less correctly, 
called pseudohermaphrodism. The sex of an in- 
dividual must always be determined by the nature 
of the gonad, regardless of the presence of abnormal- 
ities either of other parts of the genital system or of 
the secondary sexua' manifestations of the body as 
a whole; consequently, this patient was of the female 
sex, in spite of so many secondary characteristics of 
the opposite sex. Epwarp L. CorNELL. 


Kennedy, J. W.: Is Plastic Surgery a Lost Art? 
N. Y. M.J., 1916, ciii, 688. 

It can be truthfully said at this date that plastic 
surgery is a lost art; that overwhelming interest in 
abdominal surgery and the greater skill required in 
plastic work has resulted in an almost total loss of 
interest in repair work. ‘This is first evidenced by 
the fact that nearly every operator who has written 
anything on the subject comes out with a new opera- 
tion which bears his name. At this date, without 
exaggeration, the number of operations for repair of 
the perineum rivals the number of varieties of a 
certain brand of condiments. 

The seemingly great number of failures of im- 
mediate repair after parturition is due to the fact 
that men do not make the repair as an inside opera- 
tion and do not include sufficient tissue in the bite 
of the suture. There is positively no reason why 
tears should not be repaired immediately and with 
perfect results. Primary repair work can and should 
be taught to every doctor in general practice. 

As operators have trained themselves to work 
more and more with the curved needle, the sutures 
have become more and more superficial until in 
the swollen tissues of the parturient vaginal out- 
let, the bite of the suture is little more than the 
swollen mucous membrane which, of course, is 
useless as far as good results are concerned. ‘This 
is coupled with the fact that many of the primary 
repairs are made from the outside and are merely 
skin procedures, while the tear occurred from the 
inside and should be repaired as such. ‘There is no 
greater outrage to the principles of surgery than to 
advocate a lapse of ten days before the primary tear 
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is closed. Early repair of lacerations, even before 
the placenta is delivered, has some virtue from the 
standpoint of preventing infection. 

In regard to suture material, the author condemns 
all absorbable ligatures. He uses shot instead of 
tying the sutures. 

In secondary repair of the perineum, the principles 
of the Emmet and Hager operations will meet all 
conditions of lacerations of the perineum. In 
childbearing women, the Emmet operation is used; 
also in patients who are not of the parturient age 
and who have classical bilateral tears. On patients 
who have central tears and are near or past the 
menopause, the Hager operation is performed. 

We are still looking for more substantial structures 
with which to correct cystocele. The difficulty has 
always been that there is so little stable structure 
between the vaginal vault and bladder to give sub- 
stantial support. Many operations have been de- 
vised to hold the anterior vaginal wall at a higher 
level and thus correct cystocele. Many of these 
are ingenious, yet it is questionable if any par- 
ticular operation has much advantage over a well 
done simple oval or triangular denudation. 

It would be within the truth to say that at least 
98 per cent of the office gynecological practice of 
the average physician or specialist is due to lacera- 
tions of the cervix. There is probably no source of 
revenue to the physician which is so dearly paid by 
the patient as that from the everlasting application 
of remedies to the lacerated cervix. A very large 
percentage of cases which give symptoms are due 
to neglected tears incident to labor. These cases 
are surgical in every particular. Indeed we might 
say that nearly all conditions of the eroded cervix are 
surgical. 

The author has not treated a patient in his office 
with local applications for years. He has absolutely 
no office practice as far as local treatment of these 
conditions is concerned. Even in cases of erosion of 
the cervix in the virgin, if the patient is given a 
whiff of ether and the eroded surface gone over with 
a sharp curette, more can be accomplished in a 
minute than in a prolonged course of office treat- 
ments by local applications which annoy and em- 
barrass the patient. The relation of cause and 
effect between laceration of the cervix and malig- 
nancy is so marked and pronounced at this particu- 
lar anatomical site that we may say that laceration 
of the cervix is more than a predisposing cause of 
malignancy. Early and uniform repair of all lacer- 
ations cannot be too strongly urged. 

Much of the repair work of the cervix at this date 
is a failure. The failures are due mainly to two 
things: the use of absorbable sutures and the too 
superficial inclusion of tissues in the bite of the 
suture. Cervical tissue heals very slowly and in 
many instances the absorbable sutures are gone 
before any attempt at repair has taken place. 

The author has practically never amputated the 
cervix. He looks upon it as a “‘ middle of the stream’”’ 
or ‘‘on the fence” operation and has felt that either 
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vaginal hysterectomy or repair was_ indicated. 
Retroversion of the uterus often takes place after 
amputation of the cervix, a position quite impossible 
to remedy by pessary after amputation of the 
lower uterine segment; also a goodly number of 
strictures of the uterine canal follow amputation. 
Epwarp L, CorNELL. 


MISCELLANEOUS 


Farani, A.: Precocious Menopause in Virgins (Da 
menopausa precoce nas virgens). Arch. bras. d. 
med., 1916, V, 287. 

The author has observed two interesting cases of 
precocious menopause. ‘The first case was a virgin, 
33 years old, in whom there was definite cessation 
of the menses accompanied by phenomena of 
ovarian insufliciency and symptoms of melancholia. 
The second case also occurred in a virgin of 32 years, 
in whom ovarian insufficiency and a Basedow 
syndrome accompanied the cessation of the menses. 

The author thinks that the absence of venereal 
orgasm might be the cause of this early menopause. 
He bases this opinion on these clinical considera- 
tions: First, he has observed two cases in which 
marriage improved a condition of ovarian insuffi- 
ciency. In one of these cases the patient had an 
accentuated degree of genital hyperplasia w th 
atresia of the vulvovaginal canal. After marriage 
there was a periodical blood flow through the 
genitals. The second consideration is that virginal 
dysmenorrhcoea is cured by marriage. In such cases 
it cannot be said that the symptoms are due to a 
cervical stenosis because they disappear without 
dilation treatment. 

The author thinks that in the virginal state, the 
sexual apparatus somewhat hypoplastic, may 
during coitus undergo intense pelvic hyperemia 
during orgasm. This repeated several times may 
give rise to an accentuated circulatory condition in 
the genital zone which aids the functional activity 
of the ovaries and uterus. 

On the contrary, if the stimulus is altogether 
lacking, there can only result after a certain time 
persistent and even augmented hypoplasia, which, 
with the ovarian insufficiency, inaugurates the 
precocious menopause. W. A. BRENNAN. 


Block, E. B.: The Relation of the Mammary Glands 
to Nervousness and Menstruation. J. M. Ass. 
Ga., 1916, v, 155. 

Block finds the administration of mammary sub- 
stance of value in cases of excessive menstruation 
accompanied by a nervous anemic condition. 

The doses are: 2 tablets 3 times a day contin- 
uously, except during menstruation, when the dose 
is increased to 6 or 8 tablets 3 times a day, reducing 
it again to the former after the menses cease. The 
treatment is continued for a number of months. 

The results obtained are: Shortened duration of 
menstrual period with lessened flow; decreased 
nervousness and pain; probably slowing of pulse; 
and enlargement of the breasts. L. R. GoLpsmitH. 
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PREGNANCY AND ITS COMPLICATIONS 


Proust, R., and Buquet, A.: Accidents Due to the 
Rupture or Abortion of Simultaneous Tubal 
Pregnancies (Des accidents lies 4 la rupture oll a 
l’avortement des grossesses tubaires simultanées). 
Rev. de gynéc. et de chir. abd., Par., 1916, xxiii, 353. 


Bilateral tubal pregnancy has been well known 
since the publication of Jayle and Nandrot appeared 
in 1904; but it is necessary to distinguish between 
successive and simultaneous pregnancies. Succes- 
sive tubal pregnancies are the most frequent and give 
the impression of bilateral pregnancies. One of the 
pregnancies may be arrested in its evolution and 
terminate in a hematosalpinx, a hematocele, or a 
lithopedion without intervention being necessary. 
Intervention when made later in the evolution of the 
second pregnancy discloses the first, but in such 
event the bilateral lesion is quite distinct from that 
which is observed in the case of simultaneous 
pregnancies. 

Again it happens in unilateral tubal pregnancy 
that a hematosalpinx develops on the opposite 
side. Frequently in the absence of a histologic 
examination it has been natural to consider and 
report such cases as bilateral tubal pregnancies. 

The authors describe in detail, with macroscopic 
and microscopic findings, their personal case of 
simultaneous bilateral tubal pregnancy, in which 
there was a rupture of the right side with non- 
ruptured apoplectic pregnancy of the left side. 

Practically the diagnosis of bilateral pregnancy 
is never made before intervention. On intervening 
for a tubal pregnancy, the annex on the opposite 
side should always be examined. If a hamato- 
salpinx is found it must always be removed, because 
there is the possibility of there being a tubal gesta- 
tion susceptible of ulterior rupture. 

The diagnosis of simultaneous bilateral pregnancy 
must satisfy two conditions: (1) bilaterality; (2) 
simultaneity. Where the foetus is not apparent the 
question of bilaterality can be established by micro- 
scopic examination only by the presence of chorial 
villosities when they are found on the two sides. 
In the absence of a histologic examination the 
mere presence of a sanguinary intratubal collection 
on one side with rupture on the opposite side is 
therefore absolutely insufficient to make the diagno- 
sis of bilateral tubal pregnancy. There is no 
question when a foetus can be demonstrated on 
both sides. 

As regards simultaneity, there are two indications: 
(1) the macroscopical and microscopical appearance 
of the simultaneous lesions; (2) the concordance 
of the clinical results with the history of one tubal 


evolution terminated in the typical cases by two 
almost contemporaneous ruptures or even a single 
rupture with bilateral pains. 

Of the 75 cases of bilateral tubal gestation re- 
ported in the literature the authors think that about 
41 may be considered as simultaneous gestations. 
For reasons stated, the authors moreover think 
that 8 of these cases are doubtful and they reduce 
the figure to 33 cases which are reported in detail 
with the bibliography. 

The articles may be considered as a very clear 
exposition of the present status of this question. 


W. A. BRENNAN. 


Da Silva, R.: Uncontrollable Vomiting of Preg- 
nancy; Abortion with Improvement; Relapse 
and Death (Vomitus gravidicos meoerciveis; 
aborto obstetrico e melhora; ricidiva e morte). 
Arch. bras. de med., 1915, V, 447. 

The author reports the case of a woman who at 
the end of her third month of pregnancy was seized 
with spells of vomiting which became so frequent 
and of such a nature as to be uncontrollable. 
Therapeutic measures indicated in such cases gave 
no results. The patient’s pulse fell to 104 per min- 
ute, and her condition became so serious that 
the author determined to intervene in the preg- 
nancy. 

He emptied the uterus by digital curettage with- 
out incident. The following day the vomiting 
ceased and everything pointed to a favorable prog- 
nosis. Some days later, however, when some 
family trouble produced a very grave shock, she 
began to vomit afresh, first intermittently, then 
more frequently, and soon it again became uncon- 
trollable as before intervention. Delirium ensued 
and the woman died in a comatose state thirty-one 
days after the intervention. W. A. BRENNAN. 


LABOR AND ITS COMPLICATIONS 
Specht, A.: 


Geburt bei Minderjaehrigen). 
1916, No. 13. 


Parturition in Minors (Ueber die 
Zentralbl. f.Gynack., 


Out of 10,350 births in the period from 1910 to 
1913 which took place in the Kiel Klinic there were 
81 in which the mother’s age was under 16. Ob- 
servations drawn from a consideration of these 
cases leads Specht to conclude that ménstruation is 
precocious in such cases; that the development of 
the pelvis is premature; and that in such births the 
number of males usually is greater than that of 
females. 

As compared with birth 


in normal adults. 
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Specht considers as favorable in these cases: 
the relative infrequency of troubles during preg- 
nancy; the short duration of the labor; the fewer 
perineal injuries; fewer hemorrhages; smaller 
infant morbidity and fewer stillbirths; and smaller 
maternal morbidity and mortality during the lying- 
in period. 

The unfavorable concomitants are the more fre- 
quent occurrence of eclampsia, pelvic presentations, 
insufficiency of labor-pains, and premature birth. 
The frequency of the need of instrumental delivery 
and mortality of the child is the same as in normal 
adult labor. On the whole the author thinks that 
the general results of parturition in minors do not 
compare unfavorably with those of adults. 


W. A. BRENNAN. 


Farani, A.: A Case of Dystocia by Fixation of the 
Shoulders After Birth of the Head (Sobre um 
caso de dystocia no desprendimento das espaduas 
n’um parto caphalio). Arch. bras. de med., 1915, 
V, 452. 

Farani reports a case which came under his obser- 
vation of dystocia of the shoulders after the disen- 
gagement of the head of an anencephalic child. 
The anomaly, which is not very frequent, consists 
in the mechanics of disengagement; i.e., posterior 
shoulder presentation deeply engaged while the 
anterior is retained above the pubis, buttressed by 
the subclavicular hollow and the acromion. This 
anomaly was due partly to the traction made on 
the neck of the foetus by a midwife who had not 
recognized the cause of the dystocia. 

The author after preliminary steps disengaged 
the shoulders by direct vulvar axis traction, then 
traction by the fingers, first disengaging the poste- 
rior arm, then the anterior shoulder by direct 
traction from below. There was a slight lateral 
perineal tear which was immediately sutured and 
the woman recovered normally. W. A. BRENNAN. 


Cogswell, J. W.: Rotation of the Posterior Occiput. 
J. Am. Inst. Homeop., 1916, viii, 1143. 


This article may be summed up as follows: 

Rotation of the occiput is preferable to the deliv- 
ery with the occiput persistently posterior, whenever 
such rotation is reasonably possible. 

Rotation of the occiput forward is usually best 
effected by the forceps, the Scanzoni-Fritsch maneu- 
ver being entirely feasible when the head is in the 
cavity of the pelvis. 

The axis-traction forceps presents a ready means 
of delivery of occipitoposterior positions by allowing 
rotation to take place naturally and without op- 
position on the part of the operator. 

The axis-traction forceps is, in many cases, prefer- 
able when the head is arrested in the cavity of the 
pelvis on account of the natural rotation which 
takes place, which is preferable to the artificial 
type as represented by the Scanzoni-Fritsch maneu- 
ver. Epwarp L. CorRNELL. 
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Williams, J. T.: Delivery by the Natural Passages 
Following Cesarean Section. Am. J. Obst., 
N. Y., 1916, xxiii, 425. 

The author bases his conclusions on work which 
he and Mason reported in 1910, when from their 
experimental study and the reported cases of uterine 
rupture following cwsarean section they drew the 
following conclusions: 

1. A carefully sutured and well-united scar will 
withstand any strain that can be endured by the 
uterine muscle. 

2. Rupture of a cesarean scar is always secondary 
to unusual weakness of the scar, dependent upon 
imperfect consolidation. 

3. The most frequent cause of imperfect consoli- 
dation is the placing of deep stitches too far apart or 
not including the entire thickness of the uterine 
muscle. 

4. Infection, in certain instances, plays a very 
important part in causing weakness of the cicatrix, 
etc. 

After reporting briefly the histories of two patients 
who were delivered without accident subsequent to 
cesarean section, the author in his present conclu- 
sions says that he realizes that definite deductions 
are impossible from a few cases but that he firmly 
believes further experience will only serve to con- 
firm his opinion that where a uterus has been 
sutured with care and there has been no sub- 
sequent sepsis the cesarean scar will be strong 
enough to withstand the distention of a full-term 
pregnancy or even the strain of labor itself. 

C. H. Davis. 


Wolfe, R. D.: Vagitus Uterinus. 
Month., 1916, xx, 587. 


Virg. M. Semi- 


The author reports a case of vagitus uterinus 
occurring in a woman delivered with forceps. The 
first blade was applied without trouble, but in ap- 
plying the second blade the child began to cry, and 
cried three separate times. The cries were muffled 
as though the child were wrapped in a blanket, 
but they were distinctly heard in all parts of the 
room by the author and his consultant, and by two 
attending women. ‘The baby was rapidly delivered 
and resuscitated with difficulty. For the production 
of crying in utero the membranes must be ruptured 
and there must be air in the uterus. Both these 
conditions are fulfilled during operative deliveries. 
In these cases nearly all the liquor amnii is drained 
away and air fills the spaces where the uterus is not 
in contact with the foetus. 

In a normal vertex presentation, on the other hand, 
the liquor amnii is not all drained away, so that there 
are no dead spaces for air to occupy. With air in 
the uterus one respiratory act is sufficient to pro- 
duce a cry. Two factors may act as stimuli to 
respiration: (1) air coming in contact with the 
skin and (2) accumulation of carbon dioxide in the 
foetus as the placenta is separated or compressed. 
The author believes the former to be the chief 
factor. 
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Of 45 reported cases more than half were opera- 
tive deliveries. The foetal mortality was 10 per 
cent. After the cry is heard the only hope of 
saving the child lies- in rapid delivery. These 
cases are important from a medicolegal point of 
view since the lungs may be partly inflated and the 
child die before birth. Finding air in a child’s 
lungs would therefore not be conclusive evidence 
against an individual accused of infanticide. 

C. D. Haucu. 


Abernethy, E. A.: Painless Childbirth. 
M. Semi-Month., 1916, xx, 578. 

The author finds that a combination of twilight 
sleep drugs and pituitary extract gives excellent 
results. The conclusions are based on a study of 
about one hundred cases. 

The drugs should not be administered until labor 
is well established. As soon as the patient becomes 
distressingly uncomfortable an initial dose of mor- 
phine, gr. 1/6 to 14, and hyoscine hydrobromide, 
gr. 1/200, is given. When the pains lose their in- 
tensity and come farther apart o.5 ccm. of pituitary 
extract is given. This is followed, if needed, by 
additional doses of hyoscine and pituitary extract. 
Never does the patient receive more than 1/50 
hyoscine and 2 ccm. of pituitary extract. 

In two cases labor was not as rapidly completed 
as desired and low forceps were successfully used 
without additional anesthesia. One post-partum 
hemorrhage occurred on the eighth day in a frail 
patient suffering from chronic pelvic inflammation. 
The patient died on the twenty-eighth day from 
acute nephritis. There was one “blue baby,” 
though it was not a delayed labor. The child 
recovered. Three patients suffered from delirium, 
but there had been complete loss of memory and 
the final results were good. In a few cases loss of 
memory was not complete because pituitary ex- 
tract was given before the hyoscine had time to 
act. Ether was used as an adjunct in these cases. 
Exceptionally good results were obtained in cases 
with rigid os. The hyoscine is believed to relieve 
nearly all of these. 

The chief advantages of the method are: the rapid 
dilatation of the birth canal, the absence of shock, 
the shorter labor, the absence of physical exhaustion, 
the absence of horror, and the diminution of pain. 

The disadvantages are: some patients fail to 
respond readily to morphine and hyoscine, some- 
times pituitary extract fails, and every possible 
complication is attributed to the drugs. 

In employing the method it must be ascertained 
that there is no mechanical obstruction to delivery 
and it must be borne in mind that these are powerful 
drugs capable of producing serious harm if used 
without care. C. D. Haucu. 


Edgar, J. C., Foulkrod, C., and others: Painless 
Labor. 7r. Am. Gynec. Ass., Washington, 1916, 
May. 

Epcar spoke of the recent general agitation on 
the question of painless labor, saying it had accom- 
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plished much good (1) in stimulating research into 
newer and also into older methods of painless labor; 
(2) in demonstrating that the use of some prepara- 
tion of opium, intelligently administered, was not 
as dangerous to the unborn child as had been sup- 
posed in the past; and (3) in emphasizing the bane- 
ful results of fear, pain, and shock of labor upon 
the present and subsequent mental and physical 
condition of the highly civilized neuropathic woman 
of the day. 

Many, possibly the majority, of the upper highly 
civilized class of women are physically and mentally 
unfit to suffer an approach to spontaneous labor, 
by reason of their low resistance to the shock of 
labor; hence these women have pathological labors 
and are themselves neuropathic. 

Never before has the need for an artificial painless 
labor been more urgent. Shock from the pain of 
labor in the highly civilized neurotic woman must 
be reckoned with in general childbed mortality. 
Painless labor for these women is a life-saving 
measure. Moreover, shock produced by the 
first stage of labor in these patients is a fact, not a 
theory. 

For a time there was no ideal single method of 
painless labor. The only absolutely painless labor 
was one terminated by surgical means with complete 
anesthesia. Conditions would always arise, for 
example in early rupture of the membranes, in 
which the necessity for painless labor would demand 
such surgical termination. 

The ideal narcotic, analgesic anesthetic for pain- 
less labor should possess the anoci-association of 
surgical practice, namely, first, the blocking of 
pain, fear, shock, and reflex sympathetic factors; 
second, the removal of reflex spasm and its result- 
ing spastic or functional rigidity of the birth canal. 

The most satisfactory painless labor method 
formerly used combined opium and antispasmodics 
for the first stage with possibly vapor narcosis to- 
ward the end of this stage; vapor analgesia and an- 
zsthesia for the first and terminal parts of the second 
stage respectively. The narcosis aimed at until 
the perineal stage should be analgesic and not 
anesthetic in character, whether by drugs or vapor, 
a difficult or impossible object to attain unless one 
had had considerable experience. 

Ether and chloroform are too well known to need 
comment. Both in time lessen the force of the con- 
tractions and thereby delay labor. Unlike nitrous- 
oxide vapor, they possess no oxytoxic action. They 
are the pain-controllers of the second stage, espe- 
cially the perineal stage. 

As an intermittent analgesic or anesthetic, the 
nitrous oxide-oxygen mixture is well adapted to 
the second stage. Webster and his associates did 
much to make this method of painless labor popular. 
In the second stage, it does not interfere with 
uterine contractions as does ether and chloroform, 
but by arresting pain prevents shock and exhaustion, 
and the resistance not being lowered, the patient is 
better able to withstand subsequent infection or 
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complication. Edgar’s experience has been limited 
entirely to its use in the second stage, and in all the 
mass of recent literature upon the subject, he gathers 
that it is of no value in the first stage, or the writers 
have avoided mention of its effect in this stage. 

In the hands of inexperienced hospital internes, 
Edgar states that his results with this method have 
been deplorable, if not dangerous to the patient. 
Under the management or supervision of a first- 
class anesthetist, the method has worked out 
beautifully. After experimenting with three gas 
machines, he finally settled upon a simple single 
bag instrument. 

He disagrees with the opinion openly expressed 
that the administration is safe in unskilled hands. 
It is difficult to reconcile the statement of the recent 
advocates of nitrous oxide-oxygen analgesia and 
anesthesia with the teachings of some of the most 
expert users of this gas combination. On the other 
hand we are repeatedly told that the use of nitrous 
oxide and oxygen for analgesia and anesthesia is a 
simple matter for one to become proficient in after 
a few trials. 

Edgar’s conclusions are: 

1. A satisfactory method consists in the use of 
nitrous oxide-oxygen analgesia or obstetric ether or 
chloroform for the secorid stage, pushed to anes- 
thesia for the perineal stage; possibly forceps deliv- 
ery with vapor anesthesia to eliminate part of the 
second stage. 

2. Nitrous oxide-oxygen analgesia or anesthesia 
is superior to any other during labor because of its 
oxytoxic action. 

3. Eventually an established method of painless 
labor might be rightly considered as a public health 
measure. 

4. Lessening or abolishing the pain of labor might 
in the future limit birth control and criminal abor- 
tion. 

5. Drug addiction after a prolonged drug nar- 
cosis in the neuropathic is a possible contingency. 

6. The dangers to the unborn or newly-born 
child are negligible when drug narcosis is limited to 
the first stage. 

FouLKROp gave an analysis of 32 cases, personally 
observed and attended by him. Of these 19 were 
primipare, and 13 multipare. The average dura- 
tion of labor was fourteen hours. There were 22 
L. O. A. presentations; 4 R.O.P. presentations; 
3 R.O.A. presentations; 1 face presentation; 8 
forceps deliveries, only 2 above the perineum. 
All the children and mothers are living. 

While his conclusions are not yet matured, he 
would add one point of view to the large number of 
cases collected today, i.e., the fact that the number 
of cases formerly was so small as to emphasize the 
strong criticisms against such methods. 

He contends that as there are only twenty-four 
hours in each day, and as an obstetrician must, at 
least, eat, if the development of these methods of 
analgesia is demanded by patients, they must per- 
force engage two physicians, that they may act in 
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relays as it were. Both must be competent to judge 
the effect of the anesthetic used upon both mother 
and unborn baby. He states that he has not yet 
reached a stage where he could with equanimity go 
from a house and allow a patient or even a nurse to 
continue administering an anesthetic over hours of 
time without some method of checking up results. 
He questions whether patients will be willing to 
compensate obstetricians for such service. 

He contends it is unjust and perhaps dangerous 
to the best interest of the patient to have the at- 
tending physician give strenuous attendance for 
hours without rest and then find the grave necessity 
of some serious obstetrical operation facing him at 
a time when he is both mentally and physically 
exhausted. At times, one’s best judgment is ma- 
tured away from the bedside in such exacting work. 
He regrets that there is no known accurate method of 
checking up the effects upon the child in utero 
of any anasthesia administered to the mother, 
and, in his opinion, to advance the idea that careful 
watching of the foetal heart sounds would show 
variations meaning danger to the child, evidences 
an entire ignorance of the principles of accoustics 
and of the normal variations of the heart-sounds 
occurring during the mechanism of labor. 

A few questions briefly answered from Foulkrod’s 
experience are as follows: 

1. Does nitrous-oxide anesthesia quiet the pa- 
tient? Yes, decidedly so, when given during 
labor pains. He found that all patients complained 
less, were quieter between pains, and while some 
averred that it was not as highly anesthetic as 
ether, which they had had before, they received the 
measure of analgesia that the operator wished. 

-2. Does it quiet the subjective sensation of 
pain? In 50 per cent of cases, decidedly so. In 
the balance, perhaps because of a tolerance, too 
much of the gas was required to get good analgesia. 
By this he meant that after finding the usual quan- 
tity needed for the average pain and the average 
woman he hesitated to go beyond that quantity 
for reasons given below. ‘ 

3. Does it retard or lengthen labor by quieting 
sensation of pain? Yes, if the pains are very fre- 
quent. Even with such a fleeting anesthetic as 
nitrous oxide he found that at the end of almost 
an hour the patient became saturated and did not 
wake up so readily. When the anesthetic was not 
given for a time, several pains would elapse before 
the patients again complained severely. 

4. Does it stop uterine contractions? All an- 
zsthetics will stop uterine contractions if pushed 
far enough; nitrous oxide in a less degree than chloro- 
form, morphia, or ether. Each patient reacts 
differently, and it requires trained watching to pre- 
vent deep anesthesia even with the gas. 

5. Does it relax the cervix? The author has 
never seen a cervix relaxed by nitrous oxide. It is, 
however, true that relieving the fear of pain always 
allows more strenuous efforts on the part of the 
patient, and more rapid progress is made on her part 
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in approaching an average physiological relaxation 
of the cervix by her own efforts. 

6. Does it relax the perineum? Here, also, the 
answer is no; that any direct relaxing effects, such 
as would be attributed to chloroform in this stage 
of labor, must be denied. The author is still of the 
opinion that ether skillfully given, or perchance 
chloroform, is the ideal anesthetic when the head 
is passing over the perineum. 

7. Does it relax the patient muscularly? He 
has failed to secure sufficient relaxation to apply 
forceps or properly insert stitches; this not because 
of lack of anesthetic effect, but because of a curious 
spastic jactitory stage, which had been his observa- 
tion for years was present in continued nitrous- 
oxide anesthesia. 

8. Does it nauseate the patient? If given long 
enough it does. His number of nausea cases is 
he thinks perhaps not accurate, being only 15 
per cent. But if continued long enough, there 
occurs an active nausea and vomiting, which 
may be an aggravation of a pre-existing nausea 
caused by the stretching of. the cervix. In some 
instances, however, it is undoubtedly produced by 
putting the mask over the face and starting an- 
zesthesia. 

9. Does it asphyxiate the baby? In about 50 
per cent of cases, when the anesthetic had been 
used in both the first and second stages of labor, or 
for some time during labor, the babies were born 
blue but seemed to cry vociferously immediately 
upon being born, and appeared to be in no way 
harmed by the anesthetic, the color clearing up in 
the usual time. In the rest of the cases the babies 
seemed normal. No babies have died after this 
method of anesthesia in his practice. 

10. Does it compare with ether and chloroform 
for the same purpose? Excepting for the relaxing 
effect upon the perineum or when a version is being 
done. The author does not think chloroform should 
be given during !abor, because he believes that in 
ether we have a much safer anesthetic which will 
accomplish the same purpose. 

Foulkrod is confessedly a straight ether enthusiast. 
He has tried other anesthetics, and he has been 
trying in an impartial spirit the present one, but 
up to the present writing he has failed to see where 
nitrous oxide could be used that ether could not be 
used by a skillful man with much better effect to 
both patient and operator. With the exception 
that nitrous oxide is a gas and ether must be vapor- 
ized, the former is therefore much more quickly 
available and will be so until a much quicker method 
of vaporizing ether is produced. His point then is 
this: Give ether in a vapor state, or if an anexs- 
thetist who has learned how by apparatus or other- 
wise to secure the true vapor mixture with ether, 
necessary for anesthesia, then ether enters into 
competition with nitrous oxide for this purpose. 

Either one of two things is true: the nitrous 
oxide sold in cylinders on the market is a very dilute 
gas, or the claims of nitrous-oxide enthusiasts are 
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not proved. The only thing proved in the cases 
coming under Foulkrod’s observation was that the 
patients came out of the anesthetic quickly. In 
the majority of cases they did not go under as 
quickly, and it seemed to take an enormous amount 
of the gas to make any patient acknowledge that 
she did not feel any pain. This without much 
oxygen in the mixture. 

He thinks it might be possible that the type and 
severity of the pains were different and so much 
greater than those for which nitrous oxide had been 
previously used, that he expected some magical 
effect in all cases. He states that in a few cases in 
the series he used nitrous oxide experimentally 
for a few pains, and then ether for a few pains, and 
then chloroform, in the same patient in one labor, 
the effect of the nitrous oxide proving as good sub- 
jectively as either of the other two. 

He states that the question of whether part of 
the analgesic effect might not be produced by the 
deep breathing advised when using the gas has not 
in his mind been fully cleared up. Many operators 
had noted almost suggestive or hypnotic anesthesia 
produced by such a method before they had ever 
thought of using nitrous oxide. 

11. Does it produce bronchial irritation? None 
of the author’s cases manifested any continued irrita- 
tion, and the slight bronchial irritation which arose 
in a few cases he feels sure was due to the then 
prevailing epidemic infection. 

12. Does it produce irritation of the kidneys? 
He found that the number of catheterized specimens 
sent after labor was inadequate to form any con- 
clusions. 

WAKEFIELD reported 100 consecutive cases. 
There were two stillbirths in the series. Oneof these 
was a high forceps delivery and probably should have 
been delivered by cesarean section. The other 
was an anencephalic monster which could not have 
survived birth. Ninety-seven cases belonged to 
Class 1, i. e., patients who had no knowledge what- 
soever of their labor from the time they went to 
sleep until they woke up and found their babies 
born. Three cases belonged to Class 2, i.e., patients 
who carried away from their sleep some unimportant 
recollections of occurrences but no recollection of 
pain. Of these 100 cases, 50 were primipare and 
50 were multipare. The average duration of labor 
for primipare was thirteen hours and twenty 
minutes; for multipare nine hours and ten minutes. 
There was no case of post-partum haemorrhage. 

Childbearing among the women of today, with 
the type of nervous sytem which culture and educa- 
tion has developed, is unquestionably a formidable 
experience, productive, in its general results, of a 
great deal of physical wreckage, most of which is 
unavoidable. Because custom has made us look 
with tolerance and complacency on the suffering 
endured by women during labor is no reason why 
women should be allowed to continue to suffer when 
such suffering is avoidable, and that it can be 
avoided is an unquestionable fact. Moreover, the 
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intelligent women of America are daily becoming 
more cognizant of the fact that means exist to 
alleviate their distress and naturally are coming 
more and more to the point of expecting such means 
to be used. They consult their accoucheur and 
generally meet at his hands discouraging criticism 
of the different methods that have been successfully 
practiced. It is this opposition of the profession 
that is doing more than anything else to retard the 
progress of the use of anesthetics inlabor. Ground- 
less criticism, however, can not long nor success- 
fully endure against an aroused public opinion, 
particularly when that opinion is well founded. 
For the most part this criticism comes from men who 
have never personally used any of the prevailing 
recognized methods. Perhaps a general antagonism 
has been created by the undesirable publicity that 
has attended the use of the scopolamine method. 
To those who have used a good method and still 
condemn it, he can only say that somewhere there 
has been something faulty in its application, for 
he knows that at least one method is capable of 
consistently satisfactory application. 

Anesthetics in labor have come to stay. They 
mean too much to the economic life of women to 
pass into disuse. Dissatisfaction with the old 
régime has become more and more pronounced 
as time passes. It behooves those who practice 
obstetrics to consider well the attitude toward 
those means that have been successfully used by 
reliable members of the profession for the elimination 
of conscious pain in labor. It is much wiser to 
voluntarily advocate some good method now than 
to have such advocacy eventually forced on us by 
public demand. 

For two years in Wakefield’s private practice 
he has been using scopolamine as a continued an- 
wsthetic, and in that time 175 patients have been 
thus treated. In his hands scopolamine has proved 
itself to be an absolutely ideal anesthetic in labor, 
its results being highly satisfactory. He has yet 
to find a patient on whom it has failed to work 
satisfactorily, and he has yet to see a single con- 
tra-indication for its use. It disturbs none of the 
vital functions; on the other hand, it conserves 
them, and it does not make the labor pains less 
efficient. He believes that, sanely used, scopolamine 
is a perfectly safe anesthetic, and that the best 
interests of both the mother and baby are subserved 
by its use. Its efficiency is entirely dependent on 
the reliability of the preparation used, and on the 
skill and good judgment shown in its administra- 
tion. Perfection of results increases with experience. 

Rather ideal conditions and surroundings are 
required for its success. For this reason it may fail 
to give satisfaction in the crowded wards of hos- 
pitals devoted largely to clinical work, especially 
where sufficient funds are not provided for the 
obstetric service. In private practice, however, 
most men who wish to take the trouble to do so can 
very easily create conditions that will make its use 
in every way practicable. 
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Potak states that his experience includes the 
use of morphine-scopolamine in something over 
500 cases, the use of gas and oxygen in over 100, 
etc. The last time he reviewed his cases, he found 
that in more than 550 cases there were only 4 
foetal deaths. All these 4 foetal cases were autopsied. 
Three of the women went to full term, and the 
babies died within twenty-four hours after delivery. 
The autopsy showed in one a diaphragmatic hernia; 
in another atalectasis; in one there was hemorrhage 
into both suprarenal capsules; and in the fourth he 
was unable to find any cause of death explainable at 
the autopsy except that the child was premature 
as a result of placenta previa delivery. There was 
one maternal death in a case of placenta previa 
where the morphine-scopolamine was used only in 
the early part of the first stage of labor and was dis- 
continued after the second dose of scopolamine in a 
very long labor. A bag was introduced in that case, 
and he could not say that its use had any relation to 
the fatality. 

Scopolamine-morphine has a definite place, just 
as gas-oxygen has a definite place in obstetrics, and 
each does certain definite work and neither can 
do the work of the other. He uses morphine- 
scopolamine in the first stage of labor, which relieves 
the terrible sacral pain which is not relieved by gas- 
oxygen, and gas-oxygen is used in the second stage 
which produces analgesia, and in a large percentage 
of cases the labor is absolutely painless. After the 
delivery of the baby he gives the woman an extra 
dose of scopolamine-morphine, so that surgical 
shock is absolutely guarded against. 

It is known definitely that the use of scopolamine- 
morphine shortens the time of the first stage of 
primiparous labors and carries the women along 
to-complete dilatation of the cervix. There is 
practically no danger from the use of scopolamine- 
morphine in the first stage of labor. There is, 
however, danger in the second stage of labor with 
prolongation of the second stage. 

MANTON stated that he had tried nearly all the 
methods of producing anesthesia which Edgar had 
spoken of with the exception of scopolamine-mor- 
phine which had never appealed to him, and he had 
finally settled on amnoform and chloroform. He 
injects amnoform hypodermatically, using one 
ampoule of 11 ccm. to complete the first stage of 
labor. He has used this drug in 75 cases and the re- 
sults have been eminently satisfactory both to the 
patients and to him. In 25 per cent of the cases a 
second ampoule may be given after a couple of hours, 
and if that is not effectual the administration of 
chloroform will complete the successful treatment. 

In the majority of his patients results were prac- 
tically the same as those obtained by the advocates 
of so-called twilight sleep. In the majority of 
instances the patients were unconscious at the time 
of the birth of the child; they awoke in a vigorous 
condition, and there were no untoward sequale. 

As far as the infants are concerned, he has so far 
lost no infants from the administration of this com- 














OBSTETRICS 


bination, and in only two or three instances has the 
child been affected as much as when morphine was 
given alone. There is no asphyxia or amnesia of 
the child as a result of this combination. 

DICKINSON stated that he was gratified to see the 
old chloral method revised which had been some- 
what disused. As almost all gas-oxygen apparatus 
now contain ether attachments, instead of stick- 
ing to one method, if one switches on the ether in 
addition to the gas-oxygen, he has a method which is 
constantly being used now by those who are fre- 
quently employing gas-oxygen for major work. 
Dickinson believes that this is a method which 
should be used only by the expert; it is costly; it 
requires a resident anesthetist; but he believes that 
the gas-oxygen ether combination is very ad- 
vantageous and provides one more resource for the 
obstetrician. Gas-oxygen anesthesia in his ex- 
perience has enabled the obstetrician to sew up the 
lacerated perineum at once without relaxation of 
the uterus, such as is produced by chloroform, and 
particularly by ether. 


Duncan, J. W., Holbrooke, C., and Phelan, G. W.: 
Twilight Sleep. Canad. M. Ass. J., 1916, vi, 97- 


It is well to remember that it is not the endeavor 
in twilight sleep to produce anesthesia, but analgesic 
amnesia, and that experience alone teaches what 
true amnesia is. 

The following suggestions are given as to its use: 

1. Cases must be selected; the treatment is not 
universal. The patient must measure up to a 
standard which is high. She must be a normal, 
healthy woman, with the elements of labor well 
established and pointing to a normal conclusion. 

2. The foetus must give every evidence of good 
vitality. 

3. The administrator must possess obstetrical 
diagnostic ability and an appreciation of the foetal 
heart sounds. 

4. Every patient is an individual entity and must 
be treated as such, no two cases requiring the same 
repetition or dosage. 

5. Each case demands the full individual atten- 
tion of the administrator. 

6. Labor does not seem to be prolonged, rather 
shortened. 

7. The patients show less exhaustion, and even 
when full amnesia is not obtained are all much 
quieter, seemingly suffering less pain. 

8. Lactation is not hindered. 

9. The blame of failure, in most cases, can be 
ascribed to the administrator. Foetal deaths are 
often ascribed to the treatment, when other causes 
in the course of a labor without the drugs frequently 
bring them about. 

10. While the treatment can be carried out with 
more ease and efficiency in the hospital, just as good 
success can be obtained in the private home if the 
administrator is willing to devote the necessary 
attention to his case. 
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11. The use of the method is in its infancy and 
is worthy of development. 

While continuing their investigations of twilight 
sleep, the authors are examining the value of nitrous 
oxide and oxygen, after the method laid down by 
Webster, as an analgesic during parturition. 

Epwarp L. CorNELL. 


Hingston, C. A. F.: The Uses of Pituitary Extract 
in Labor at the Government Maternity Hos- 
pital, Madras. Indian M.Gaz., 1916, li, 81. 


Hingston reports the results of 1,000 doses of 
pituitary extract given to women in different stages 


of labor. He divides the cases into the following 
groups: (1) treatment with pituitary extract 
alone; (2) treatment with pituitary extract and 


small doses of morphia; (3) treatment with pituitary 
extract and large doses of morphia; (4) treatment 
with pituitary extract, morphia and scopolamine 
(twilight sleep); (5) treatment with pituitary extract 
and chloroform; (6) cases of cwsarean section in 
which pituitary extract was given 5 minutes before; 
(7) cases ofi nduced labor in which pituitary extract 
was given to induce labor. 

The earliest time of administration in Groups 
I, 2, 3, 4, and 5 was when effacement of the cervix 
occurred. Dilatation of the os was not necessary. 

The severe pains following the injection of 
pituitrin were relieved best by chloroform or 
morphia (gr. 4). Large doses of morphia (gr. 1) 
produced “blue babies,” as also did twilight sleep; 
two babies died with the latter procedure, although 
the heart beat strongly for an hour. The best 
results were obtained with chloroform. 

Indications were: (1) weak pains; (2) to hasten 
delivery with normal pains; (3) for a floating head 
— when there was no disproportion — as a substi- 
tute for high forceps; (4) as a prophylactic against 
post-partum hemorrhage; (5) to prevent bleeding 
in cesarean section. 

The place of administration was the arm, as 
better action was secured from the arm than from 
any other part. 

To induce labor, pituitary extract was given and 
at the same time the membranes were separated 
with the finger for three-fourths of an inch about 
the os. W. F. Hewitt. 


PUERPERIUM AND ITS COMPLICATIONS 


Plass, E. D.: Post-partum Care of the Perineum. 
Bull. Johns Hopkins Hosp., 1916, xxvii, 107. 

In order to demonstrate whether the usual routine 
antiseptic treatment of the perineum after delivery 
has any distinctly beneficial effect upon the course of 
the puerperium or upon the healing of the primary 
perineal repairs, the author carried out the following 
clinical experiment. . 

For a period of nine months he divided all pa- 
tients into two groups after delivery, A and B 
(every alternate patient being placed in Group A), 
and treated them as follows. Those in Group A 
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were given the routine perineal care and those 
in Group B were given no special attention. The 
routine care consisted in bathing the vulva and 
perineum with cotton pledgets soaked in 1:2,000 
bichloride of mercury solution every four hours, 
as well as after each defecation and urination during 
the nine days the patient remained in bed. The 
patients in Group B were merely kept macroscopical- 
ly clean with warm tap-water and soap and a wash 
cloth. No attention was paid to voiding or bowel 
movements, unless, as sometimes happened after 
the initial dose of cathartic, the need of cleans- 
ing the parts was apparent. The bloody lochia 
were removed whenever necessary. Unless the 
patient was very ill, she was expected to keep her- 
self clean. He found that the average number of 
cleansings necessary was as follows: four a day 
for the first three days, between the third and sixth 
days not more than two a day, and after that only 
one, at the time the morning bath was taken. 

At the end of the experiment, when each group 
contained 200 cases, the records were carefully 
tabulated and examined, and the author’s conclu- 
sions were that the use of antiseptic solutions in 
the care of the perineum during the puerperium or 
in the after-care of primary perineorrhaphies is of 
no value. Macroscopic cleanliness alone gives 
better results and effects a considerable saving of 
time. GrorcE E. BEILsy. 


MISCELLANEOUS 


Falco, A.: Histologic and Physiopathologic Re- 
search on the Internal Secretion of the Pan- 
creas in Pregnancy (Richerche istologishe a 
fisiopatologiche sulla secrezione interna del pancreas 
in gravidanza). Ann. di ostet. e ginec., 1916, 
XXXVII, I. 

In recent years many animal experiments have 
been undertaken to determine the effects of pan- 
creatic secretions during pregnancy and the puer- 
perium. Some have considered that during preg- 
nancy the islands of Langerhans are in a condition 
of hypofunctioning both on account of their demon- 
strated reduction in number as well as cellular retro- 
gression. Others have thought, however, that the 
condition is manifestly one of hyperfunctioning. 

Falco has undertaken a series of experiments on 
rabbits and guinea pigs to determine which opinion 
is correct, and he compares and discusses his 
results with the experiences obtained by many 
other observers. The conclusions which his experi- 
ments finally enable him to reach are: 

1. The islands of Langerhans in pregnancy show 
on histologic examination a dimunition of their 
activity. 

2. Total pancreatomy in gravid guinea pigs does 
not provoke glycosuria; instead it causes all the 
other symptoms of pancreatic diabetes. 

3. The deficient symptom of glycosuria does not 
appear to be caused by the action of the internal 
secretion of the foetal pancreas, but rather it is the 
effect either of the utilization of the sugar by the 
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foetus or of the presence of a placental ferment in the 
maternal blood. 

4. Experiments with placental injections and 
ingestions seem to demonstrate that the placenta 
plays by no means a light part in hydrocarbon 
metabolism. W. A. BRENNAN. 


Edgar, J. C.: Supervision of the Midwife. 
J. Obst., N. Y., 1916, xxiii, 386. 


The author who has given this subject long and 
very careful study concludes as follows: 

1. The midwife has no place in modern medicine 
or surgery. 

2. For the present the elimination of the mid- 
wife is an impossibility. 

3. The midwife is today a necessary evil, for 
traditional, social, and economic reasons, attending 
as she does about 40 per cent of confinements in 
this country. 

4. Of the three professions, namely, the physician, 
the trained nurse, and the midwife, there should 
be no attempt to perpetuate the last named as a 
separate profession. 

5. The midwife should never be regarded as a 
practitioner, since her only legitimate functions 
are those of a nurse plus the attendance on normal 
deliveries when necessary. 

6. The solution of the midwife question in the 
rural and outlying districts is to be found in the 
inclusion of midwifery service in rural district 
nursing, should a physician not be available. 

7. Control of the education, licensing, and annual 
renewal of license should be in the hands of the 
State Board of Health or State Board of Education, 
supervision of the midwife by the local board of 
health, and annual renewal of license to depend on 
the midwife’s record during the year. 

8. State license, state control, high standard of 
education, annual renewal of license, critical and 
constant supervision of the midwife, encouragement 
to trained nurses to take out midwife licenses, and 
further extension of dispensary maternity services 
will mitigate the midwife evil, reduce the ranks of 
the midwife, and render the remaining ones less of 
a menace to the country, and pave the road for 
their final elimination. 

The author quotes some very interesting statistics 
from the midwife conditions in New York. 

C. H. Davis. 


Am. 


Baldy, J. M.: Is the Midwife a Necessity? Am. 
J. Obst., N. Y., 1916, Ixxiii, 399. 


The author believes that theoretically the mid- 
wife is unnecessary, just as osteopathy, chiropractic, 
Christian Science, and other cults of the same kind 
are unnecessary, but these things do exist and the 
community demands them. 

Since the time has not come when it is possible to 
eliminate the midwife, the proper thing to do is 
to educate those already in the field and to strictly 
regulate those in practice. This will lessen their 
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number in a way which even prohibition would 
not do. 

The education of new midwives, or the admission 
of fresh ones coming from other countries is of 
dubious value. : 

Hospitals with maternity departments and 
maternity hospitals should be developed to the 
point of highest efficiency, and this class of patient 
should be encouraged to go to them for help. 

A lessening of the number of midwives by the 
elimination of the unfit, together with the refusal of 
admission to any or possibly but a few new ones, and 
the placing of ample service of maternity hospitals 
and maternity wards at the disposal of the com- 
munity will go a long way toward eventually doing 
that which prohibition cannot do in the elimination 
of the midwife. C. H. Davis. 


Weller, C. V.: Two Additional Cases of Miliary 
Tuberculosis of the Placenta with Clinically 
Latent Tuberculosis of the Mother. Arch. 
Int. Med., 1916, xvii, 509. 

The two cases of placental tuberculosis presented 
were discovered in the routine microscopical exam- 
ination of the placentas. ‘The mothers did not have 
clinically recognizable lesions at the time of delivery, 
but in one case an active pulmonary tuberculosis 
developed later, and in this one there was also a 
history of tuberculosis six years before her last 
pregnancy. ‘The first case became latent after the 
birth of the child. These cases are additional proof 
of the fact that even an incipient and unrecognizable 
tuberculosis may be so influenced by pregnancy as 
to cause a placental, and therefore potentially a 
foetal, miliary tuberculosis. C. D. Haucu. 


Cameron, M. H. V.: Cystic Hygroma in an Infant. 
Canad. M. Ass. J., 1916, vi, 137. 

The infant presented at birth a tense fluctuating 
mass on the left side of the neck. This mass ob- 
literated the line of the jaw and chin, was spheroidal 
in outline and displaced the larynx toward the 
right. It half filled the mouth, completely filled 
the pharynx, and effectively prevented breathing. 
A finger passed into the pharynx displaced the tumor 
from its pressure upon the larynx and the child 
breathed. When the finger was removed, breathing 
ceased and the child became cyanosed. 

Respiration was kept up by holding the tumor 
away from the larynx until the operation began. 
Cyanosis deepened and when the incision was 
made along the lowermost crease of the neck on the 
left side, the child did not flinch nor did the wound 
bleed. The left sternomastoid muscle was re- 
tracted and a plane of separation found beneath the 
deep fascia of the neck. The tumor was quickly 
separated as far as the middle line of the pharynx 
behind, when it was opened and its watery content 
evacuated. The wall of the cyst was then clipped 
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at a safe distance from the carotid sheath to which 
it was attached, the cavity packed, and the skin 
closed to within a quarter inch of the lower end of 
the incision. Black blood began to flow as the last 
of the cyst wall was clipped away and the child 
cried as the last of the sutures were being inserted. 

The day following the operation there was blood- 
stained vomit. The next day blood was found in 
the stool and on the third day there were petechial 
hemorrhages on the body and in the mouth. On 
the fifth day the child had lost three and one-half 
pounds and was apparently moribund. A request 
was made for permission to do direct transfusion of 
blood, but this was refused. One to-ccm. dose of 
normal horse serum was given, and on the sixth day 
the child was nursing. ‘The wound healed by first 
intention and in three weeks there was no evidence 
of sinus formation and the scar was to be noted 
merely by a contraction in the platysma near the 
lower extremity of the wound. 

Epwarp L. CorneELL. 


DeLee, J. B.: Progress Toward Ideal Obstetrics. 
Am. J. Obst., N. Y., 1916, Ixxiii, 407. 

The author is fundamentally opposed to any 
movement designed to perpetuate the midwife for 
the following reasons: 

1. The midwife is a relic of barbarism. In 
civilized countries the midwife is wrong, has always 
been wrong. The greatest bar to human progress 
has been compromise, and the midwife demands 
a compromise between right and wrong. All ad- 
mit that the midwife is not what she should be; 
it has been proven time and time again that it is 
impossible to make her so — further, a part cannot 
be equal to the whole, and yet there are those who, 
crying expediency, are willing to foster and perpet- 
uate this evil. 

2. The midwife today is not an absolute necessity. 
The secretary of the Illinois State Board of Health 
states that about 1,200 midwives are registered, 
goo of whom are in Chicago. Of the 101 counties 
in the state, statistics were received from 87, and it 
was found that no births were registered by mid- 
wives in 37 counties in Illinois. In our large cities 
various agencies as maternity clinics are each year 
caring for an increasingly large number of poor 
women and gradually displacing the midwives. 

3. Itis impossible to train the midwife sufficiently 
to make her a safe person to attend labor cases. 
Obstetrics is a major science. It requires the high- 
est kind of skill, in addition to much knowledge, to 
do even tolerable work. 

Europe has tried to educate midwives for many 
centuries, and has failed signally. Ekstein, of 
Teplitz, calls the midwife situation in Austria and 
Germany a state of misery. If the medical profes- 
sion fails to establish tolerable conditions in Ger- 
many, can we hope to succeed here? C. H. Davis. 
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ADRENAL, KIDNEY, AND URETER 


Staehlin, E.: Congenital Cystic Kidneys—Etiology 
and Clinical Inference. Am. J. Surg., 1916, xxx, 
110. 


Staehlin quotes extensively from authoritative 
sources as regards the polycystic kidney and em- 
phasizes the recognized fact that these kidneys re- 
main functionally active, even the thinnest cystic 
septa carrying normal glomeruli and_ tubules. 
This explains why a kidney hopelessly cystic and 
degenerated in appearance with apparently no 
normal renal parenchyma will still throw off ap- 
proximately a normal urine. They maintain their 
function remarkably, the collapse being rather an 
immediate one. 

He reviews the embryological studies from Kupfer 
in 1865, down to the present, on which he bases his 
conclusions: Not all polycystic kidneys are con- 
genitally cystic; some, perhaps a considerable pro- 
portion, of isolated cysts are retention cysts, the 
renal tubules dilating as a result of obstruction— 
acute cystic dilatation of tubules as the result of 
acute parenchymatous nephritis, resulting from 
the blocking of the narrower descending loop of 
Henle by the shredded cells of the first convoluted 
tubules. 

It is rational to believe that interstitial fibrosis by 
contraction and obliteration of the lumen of the 
tubules may lead to similar obstruction cyst forma- 
tion. It is striking how frequently these scattered 
cysts are associated with chronic diffuse nephritis. 
But it is plausible to consider that from an etiologi- 
cal standpoint all congenitally polycystic kidneys 
are bilateral and due to lack of fusion between the 
secretory and collecting tubules, whereas an ac- 
quired cystoma is the result of a blocking in that 
portion following inflammatory changes and may be 
bilateral, though not necessarily so; it is not con- 
genital and not due to lack of fusion. These are 
acquired polycystic formations in the kidney, uni- 
lateral or bilateral as the case may be, in contra- 
distinction to the congenital variety, which are al- 
ways bilateral. 

He cites his case, stating with rather refreshing 
candor that the first kidney involved was removed, 
“owing to a lack of appreciation of the pathological 
condition.” At a later date the remaining kidney 
became involved, but when last reported was still 
functionally capable. . 

The diagnosis and management are discussed, 
particular caution being urged against using ether 
anesthesia, since uremia may follow its use. 

F. R. CHARLTON. 


Macedo, C. M.: The Periods of Betterment in 
Renal Tuberculosis (Los periodos de mejoria 
en la tuberculosis renal). Cron. méd., 1916, xxxiii, 
33- 

The author gives detailed clinical histories of 
three cases of renal tuberculosis. His observations 
lead to the conclusion that in the periods of allevia- 
tion and apparent cure of renal tuberculosis some 
of the major symptoms may disappear while others 
persist and reveal the primitive pathologic con- 
dition of the kidney to the physician. 

The symptoms which diminish in intensity or 
disappear are: (1) the lumbar pain; (2) the fre- 
quency of micturition, which diminishes progressive- 
ly and becomes normal; (3) hematuria, which is 
generally not observed in alleviation periods. 

The symptoms which persist are: (1) polyuria, 
which remains practically constant; (2) albuminuria, 
reduced to vestiges, but still always present; (3) 
pyruia, in small proportion but constant; (4) 
tuberculous bacilluria. 

The general state of the patient shows marked 
improvement. In all cases there is an increase of 
weight and other noteworthy signs. Cystoscopic 
study shows that acute cystitis of tuberculous origin 
may evolve into a chronic condition compatible 
with normal functioning of the bladder and that 
cicatrices of advanced tuberculous lesions may be 
seen. 

Tests of the functional capacity of the kidneys 
(phenolsulphonephthalein and Ambard’s urea con- 
stant) do not show that the renal function has im- 
proved in the periods of improvement. Hence, the 
general conclusion is that the cure of advanced renal 
tuberculosis is only apparent and that the evident re- 
lief which the patient experiences is not compatible 
with a long life. The author concludes that an 
early nephrectomy offers the only chance to the 
patient. W. A. BRENNAN. 


Stokes, J. H.: Acute Syphilitic Nephritis, from the 
Standpoint of Diagnosis and Salvarsan Treat- 
ment. J. Am. M. Ass., 1916, lxvi, 1191. 


The author finds that syphilitic nephritis is un- 
common and few cases have been reported in Amer- 
ican literature. He believes, however, that with the 
new diagnostic criteria it is probable that more cases 
will be recognized and treated as such. A case is 
reported which illustrates the efficiency of mercury 
and rest and the inefficiency of either form of treat- 
ment without the other. Stokes demonstrates that 
salvarsan can be used in small doses in severe luetic 
nephritis. 

The author comments on the findings in his case. 
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He refers first to the onset, and cites the opinions of 
numerous observers. Abrupt onset, moderate 
but transient oedema, marked loss of weight and 
weakness when the condition was at its height, and 
a surprising lack of more serious impairment of the 
general health, were the main clinical features in 
the case he reports. 

The urinary findings showed that the urine con- 
tained great quantities of albumin. ‘The sediment 
contained a few red cells; the white cells were in ex- 
cess of the red. There may be much epithelium, and 
many lipoid or fatty casts. Two important urinary 
findings are the presence of double-refractive lipoids 
(which are probably not an absolute finding since 
these bodies were present in the urine of many non- 
syphilitics) and the isolation of the spirocheta 
pallida in the urinary sediment. The status of the 
latter finding is at present unsettled. 

The diagnosis centers about: (1) the recognition 
of syphilis in the patient; (2) the identification of 
nephritis as due to syphilis and not simply a paren- 
chymatous nephritis occurring in the course of 
syphilis; and (3) differentiation of the nephritis 
from one due to treatment. In regard to the first 
point the author considers the Wassermann exam- 
ination of great value. He believes that the history 
is untrustworthy since the nephritis may follow an 
unnoticed or concealed primary lesion, and may pre- 
cede all eruptive phenomena, which may have been 
mild even when present. (£dema may mask the 
clinical signs of syphilis on the skin. In commenting 
on the second point of diagnosis Stokes states that 
the negative evidence of a lack of other adequate 
reasons for the nephritis should arouse suspicion. 
Examination of the sediment for double-refracting 
lipoids and for the spirocheta pallida should be 
carried out. The therapeutic test is of the greatest 
importance as was demonstrated in this case. As 
regards the third point, the author finds that the 
differentiation of a mercurial from a syphilitic 
nephritis is difficult. He calls attention to the 
characteristic findings of mercurial nephritis and the 
improvement of the condition when the mercurial 
treatment is suspended, as points of differentia- 
tion. 

As to treatment the author cites the opinion of 
many writers, some of whom insist on the milk 
regimen, while others believe it unnecessary. Still 
other authors believe that mercury gives the best 
results and others use the mixed treatment. The 
author’s experience in the case reported shows the 
value of mercury and illustrates the slowness of its 
action compared with that of salvarsan, and its in- 
ability to prevent the onset of complications. He 
found that the dosage of less than 1 grain of salicy- 
late was insufficient to keep the situation under 
control, and yet a moderate increase (that is, 1.5 
grains) gives rise to an accumulation, causing irrita- 
tion. He found, therefore, that the margin of 
safety was distinctly narrow. 

A critical estimation of the value of salvarsan in 
the treatment of acute nephritis of syphilis is ham- 


187 


pered by the scarcity of the reports of its use in these 
unusual cases. The author reviews the work of many 
observers of large experience and finds that a num- 
ber of them have experienced no difficulty in using 
salvarsan in this type of cases providing the initial 
dose is small. He concedes the necessity for com- 
bined treatment as a general measure and his ex- 
perience in the case reported favors salvarsan or 
arsenobenzol as compared with mercury to control 
the condition. 

The author concludes as follows: 

1. Syphilis as a causative factor in acute nephri- 
tis is easily ovelooked or its significance not ap- 
preciated. 

2. The complication may develop in the course of 
efficient mercurial treatment: (intramuscular in- 
jections). 

3. The best recognized points in diagnosis are: 
(1) establishment of the existence of early syphilis; 
(2) high albumin content; (3) double refractive 
lipoids in the urine; (4) therapeutic tests. Of these, 
3 and 4 are probably the most reliable and 1, 2, and 
4 the most available. 

4. Spirocheta pallida should be searched for in 
the sediment of a catheterized specimen onthe recom- 
mendation of Hoffmann. 

5. The diagnosis in the present case was estab- 
lished by points 1, 2, and 4, and later 3. Of these, 
the therapeutic test rendered the best service, be- 
cause of its availability. 

6. The administration of salvarsan is a valuable 
aid in the diagnosis and treatment of acute syphilitic 
nephritis. 

7. The risk in administering salvarsan in proper 
doses to a nephritic suspected of being syphilitic, 
to establish a diagnosis, is no greater and perhaps 
less than that incurred by using a sufficient dosage 
of mercury. 

8. The effect of salvarsan is much more prompt, 
but in small doses less lasting, than that of mercury 
in average doses. 

The general therapeutic response is probably 
better with salvarsan than with mercury. 

10. Renal injury from salvarsan seems to be the 
result of overdosage, either in the form of too large 
or too frequent injections. 

11. The place for mercury would seem to be, 
after the disappearance of the albumin, to secure 
permanent results. 

12. Small doses of salvarsan, from 0.15 to 0.2 gm. 
or its equivalent, at weekly intervals, are adequate, 
and must not be exceeded at the outset, but may be 
cautiously increased to 0.4 gm. later. 

G. J. Tuomas. 


Fowler, H. A.: Renorenal Reflex Pain; Report of a 
Case. Surg., Gynec. & Obst., 1916, xxii, 454. 
Fowler calls attention to the frequency of oc- 
currence of atypical symptoms in cases of stone in 
the kidney or ureter which are confusing and mis- 
leading. Errors in diagnosis have frequently 
occurred when the subjective symptoms alone were 
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considered, and useless and unnecessary operations 
have been performed. 

That the symptoms due to stone in the kidney or 
ureter on one side may be referred to the opposite 
side, when the latter kidney or ureter is shown to 
be healthy —renorenal reflex pain — was first 
pointed out by Knowsley Thornton. The occur- 
rence of this reflex pain has been accepted by nu- 
merous observers and denied by others. The 
author reviews the literature of the subject, analyzes 
the evidence submitted and concludes that, while 
the phenomenon is rare, its occurrence is amply 
supported by the evidence, particularly the more 
recently reported cases which have been studied in 
greater detail and are not open to criticism. 

Fowler’s own case may be briefly summarized as 
follows: 

A young woman, aged 29, suffered with typical 
right-sided attacks of renal colic. She had had 
two previous attacks similar in character, the first 
one ten years before. There was tenderness over 
the right kidney, and slight muscle rigidity. X-ray 
examination showed a stone shadow in the left 
ureter, otherwise the plates were negative. Wax- 
tipped catheters were used in both ureters. Ob- 
struction was met in the left ureter 24 cm. from the 
ureteral orifice. This was finally passed and a very 
distinct scratch in the wax obtained. 

Specimens obtained from each kidney showed 
normal urine from the right kidney, while the urine 
from the left kidney contained some pus, red cells, 
and considerable albumin. The urea output of the 
right kidney was exactly eight times that of the left. 

The stone was removed and all symptoms and 
signs of trouble disappeared. The patient has re- 
mained entirely well up to the present time, more 
than a year after the operation. 


Newman, D.: Pain in Renal and Vesical Lesions; 
Its Characteristics, Its Anomalies, and Its 
Misguiding Manifestations. Lance/, Lond., 1916, 
CXC, 724, 773- 

Newman observes that some bladder diseases 
are free from pain, viz., papilloma, bacillus coli 
cystitis, and tuberculosis of the anterior wall, while 
on the other hand pain out of proportion to the ex- 
tent of the lesion may be present when the neck of 
the bladder or the first part of the urethra is in- 
volved. When the mucous membrane is intact 
the pain is not generally very great, but if it be- 
comes ulcerated the pain is greatly increased when 
the bladder is evacuated and lingers after urina- 
tion. In diseases of the kidney, dull persistent pain 
in most cases indicates a slow steady change in 
the condition and bulk of the renal parenchyma or 
in the size of the pelvis as in tuberculous nephritis 
and in tumors. Generally, in diseases where the 
increase in the bulk of the organ is slow, or the 
distention of the pelvis is very gradual, the lesion 
does not cause much pain; for example, in chronic 
hydronephrosis, polycystic kidney, and_ tuber- 
culous nephritis without pyelitis. Persistent pain 
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of renal origin is most likely to result from in- 
flammation of the pelvis and ureter, the presence 
of an impacted stone, rapidly advancing malignant 
disease, or tuberculosis with ulceration of the pelvis. 
Torsion of the renal vessels and of the ureter may 
lead to one or more of the following symptoms: 
(1) albuminuria with or without casts; (2) hema- 
turia; (3) dull ache and pain in the kidney region 
associated with attacks of kidney colic. 

Displacement of the kidney may impede the 
urinary flow in various ways: (1) by kinking from 
rotation of the kidney on a short axis; (2) by ob- 
struction from bending of the ureter in some part 
of its course; (3) by occlusion of the lumen through 
angular insertion of the ureter into the bladder. 

B. S. BARRINGER. 


Gewin, W. C.: A Review of the Present Status of 
Surgery in Certain Kidney Conditions. Am. J. 
Surg., 1916, Xxx, 114. 

Gewin offers a valuable compilation from many 
sources. He quotes extensively from Pousson, 
who seems to be returning to the Edebohls idea in 
treating nephritis. Pousson believes that de- 
capsulation and nephrotomy may cause the ele- 
ments still intact to proliferate and replace destroyed 
areas. ‘This was the Edebohls idea in all essentials. 
He states that in twenty-four cases of chronic 
nephritis operated upon, he delayed the fatal out- 
come from two to fifteen months. 

Kuemmell likewise is quoted along the same lines. 
He, like Pousson, prefers decapsulation first and 
nephrotomy as an adjuvant measure. Further 
extended quotations are given to support the 
claim made for scientific advances along the lines of 
renal surgery. F, R. CHARLTON. 


Quinby, W. C.: The Function of the Kidney when 
Deprived of Its Nerves. J. Exp. Med., 1916, 
Xxili, 535. 

In the present investigation Quinby attempted 
to examine in detail the function of a kidney which 
had been removed from the body and subsequently 
replaced. By this method he made certain that 
the organ was entirely outside the sphere of all 
nervous influences, for a time at least if not perma- 
nently, and the response of such a kidney to the 
various functional tests gave the author at least 
indirect evidence on the question of secretory in- 
nervation. 

His experiments were carried out on large dogs of 
both sexes. The kidneys were removed and then 
reunited to their own severed vessels, for in this way 
the author believed the nearest approach to the 
normal physiological condition was secured. From 
his experiments he makes the following summary: 

1. By means of vascular suture it is possible to 
remove the dog’s kidney from the body and later 
to restore it to its former position. 

2. Such a kidney is removed from the control of 
the nervous system, at least for a time. 

3. Examination of the function of a kidney so 
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treated shows an initial period of overaction as 
compared with that of the normal kidney. This 
period is followed by balanced action. 

4. The more recent.tests of renal function show 
that a single reimplanted kidney is able to main- 
tain normal life indefinitely. 

The results of these experiments, together with 
the evidence already at hand, suggest strongly that 
secretory nerves to the kidney do not exist. 

GrorceE E. BEILay. 


Peacock, A. H.: Multiple Ureters with Hydro- 
nephrosis. J. Am. M. Ass., 1916, xvi, 1088. 

Peacock reports the case of a boy of nine months 
who up to his sixth month was entirely normal; 
after that time there was loss of weight, distention 
of the abdomen, milky and offensive urine. The 
patient died at the end of his ninth month. Au- 
topsy gave the following findings: 

Stricture of the urethra 1 cm. anterior to the 
prostate, admitting a No. 6 catheter; bladder 
distended. There were three ureteral openings in 
the bladder: two coming from two ureters running 
to two separate pelves in the right kidney, the 
third ureter running to the left kidney. One of 
these ureters, the one from the right kidney, emp- 
tied into the prostatic urethra. There was a 
fourth rudimentary ureter running from the upper 
pole of the left kidney and ending blindly in the 
bladder. All of the three patent ureters were 
enormously distended. The right kidney was a 
pyonephrotic sac. B. S. BARRINGER. 


BLADDER, URETHRA, AND PENIS 


Posados, I. N., and Pozzi, E.: @dema Bullosum of 
the Bladder (Edema bullosum de la vejiga). 
Semaine méd., 1916, xxiii, 171. 

(Edema bullosum of the bladder does not form a 
morbid entity but is a symptom which occurs in 
various vesical affections. Among the most fre- 
quent causes of oedema bullosum are: (1) vesical 
traumatisms resulting from cystocopic treatments, 
etc.; (2) inflammatory processes of the bladder and 
prostate; (3) ureteropyelitis and ureteral calculi; 
(4) inflammatory perivesical lesions; (5) genital 
lesions in the female — uterine cancer, uterine 
fibroma, etc. 

The author reports a case in a woman of 41. 
From the sixth month of her last two pregnancies 
she experienced frequency of micturition and 
hematurias lasting eight days with extremely bloody 
urine. Her last parturition, three years previous, 
was difficult and was followed by hematuria, 
urinary retention, with alternations of frequency 
of micturitions, etc. The phenomena would dimin- 
ish for a period of six months or so, only to be re- 
newed with greater intensity. During all this period 
the woman had been treated with vesical lavages 
of nitrate of silver, boric acid, etc. 

The authors after cystoscopic examination diag- 
nosed ocdema bullosum of the bladder and instituted 
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treatment of lavage with warm water (45°), under 
which the symptoms gradually diminished and 
disappeared. 

The authors consider this case as resulting from a 
chronic cystitis which was maintained by the ener- 
getically irritating treatment to which she was sub- 
jected and which injured the bladder. Of two 
guinea pigs inoculated with sediment from the urine 
of this case one developed an abscess at the site of 
the injection and the second died on the fourth day of 
septic peritonitis. W. A. BRENNAN. 


Taddei, D.: Vesical Fistula Due to a Permanent 
Foreign Body in the Bladder (istola vescico- 
otturatorio-cutanea consequente a permanenza di 
un corpo estraneo nella viscica). Riforma med., 
1916, Xxxil, 38. 

In the case described by Taddei which was in a 
woman of 21 the symptoms began with pains in the 
internal and posterior part of the left thigh which 
were interpreted as sciatic. 

After some months a very painful tumefaction 
appeared in the posterior part of the genitocrural 
sulcus. This finally ulcerated and discharged a 
large quantity of pus. 

Owing to the persistence of the cutaneous aper- 
ture and the constant discharge of thin, torbid, ir- 
ritating fluid, the patient ultimately went to the 
hospital. Radiography showed a foreign body in 
the bladder, and the genitocrural aperture was 
diagnosed as a vesicular or perivesicular fistula, 
which was confirmed on operation. 

After a median suprapubic incision was made the 
bladder was ultimately reached and incised, and the 
foreign body extracted. At the upper extremity 
there was a large ulceration and at the lower ex- 
tremity at some distance from the ureteral orifice 
there was an opening corresponding with the 
fistulous aperture. 

There were several noteworthy points in this case, 
the most important being the route selected by the 
perivesicular suppuration to reach the skin. 

Generally in perivesicular suppurations the pus 
finds an exit per vaginam, or by the rectum, or into 
the perineum. 

The usual procedure of freeing the bladder from 
the surrounding tissues, freshening the edges of the 
perforation, and suturing could not be carried out 
in the case owing to the tenacity of the pericystic 
adhesions as well as to the depth of the ulceration. 
Moreover, the result of suture was doubtful owing 
to the septic condition of the vesical cavity. The 
author therefore confined himself to currettage of 
the region of the ulceration and excision of the ob- 
turator-cutaneous part of the fistula. This gave 
good results. W. A. BRENNAN. 
Walker, J. W. T.: Hexamine as a Urinary Anti- 

septic. Med. Press & Circ., 1916, ci, 304. 

Walker defines a urinary antiseptic and says: 
“Tt is a drug administered by the mouth with the 
object of producing an antiseptic action in the 
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urine.” He notes that such a drug action is under 
two very great disadvantages because it must 
pass through two selective organs, the intestine and 
the kidneys, as well as circulate in a powerful oxidiza- 
ing agent, the blood. 

The author discusses a great many experiments 
which he has made with hexamine (hexamethyline- 
tetramine). He advises the use of plenty of water 
when this drug is employed, to prevent its splitting 
up in the stomach. He has had tabloids made 
coated with keratin, in which form it does not split 
in the stomach and does not cause stomach symp- 
toms. For the recognition of formaldehyde in the 
urine, the author recommends the test which he 
calls the Burnham-Rimini test, which is described as 
follows: 

In Burnham’s modification of Rimini’s test, the 
following three solutions are used: (1) phenyl- 
hydrozine, hydrochloride, 0.5 per cent; (2) sodium 
nitroprusside, 5 per cent; (3) a sodium hydrate 
saturated solution. Three drops of each of the 
first two solutions are added to the urine, and a 
few drops of the sodium hydrate solution poured 
along the side of the test tube. The urine and the 
sodium hydrate should be warmed to slightly above 
the body temperature. If formaldehyde is present, 
a dark greenish-black cloud passes down through 
the urine. This rapidly changes to green, and 
fades through bright green to orange and pale 
yellow. 

Walker advises the use of 15 to 20 grains of 
urotropine per dose, three times per day. He then 
takes up the general proposition of conditions which 
modify the action of hexamine. 

As regards the variations in the reaction of the 
urine the following notations are made: 

1. The author shows the necessity of maintaining 
the urine in an acid state. He says that practically 
only two drugs will do this; namely, acid sodium 
phosphate and ammonium benzoate. 

2. As to the influence of alkalies and acids on the 
action of hexamine, where the alkaline is due to 
bacterial decomposition so long as the urine re- 
mains alkaline, no formaldehyde appears in the 
urine. The whole problem of urinary antisepsis 
by hexamine in these cases depends upon the 
ability to render the urine acid. Any urine that 
shows a well-marked red reaction with litmus will 
usually be definitely positive to the formaldehyde 
test. 

3. As to the effect of alkaline urine on bacterial 
growth, Walker reasons that the use of alkaline in 
pyelitis and other genito-urinary infections has no 
good bacteriological basis and will give only tem- 
porary relief. Further study of the clinical history 
of these cases shows that they continue to progress 
and that the alkaline treatment offers no permanent 
cure, and he believes has a neutralizing effect on 
the acid toxine or endotoxine produced by the bac- 
teria. 

4. As regards the effect of diluents and dilute 
urine on the action of hexamine, diluents inhibit 
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the effect of formaldehyde in the following manner: 
(1) The amount of urine excreted is very much 
greater and the amount of hexamine needed is 
therefore very much greater. (2) In many of 
these cases the urine is alkaline and hence hexamine 
does not produce its proper effect. 

5. Walker believes that most of the idiosyncrasies 
in regard to the formaldehyde series are due to 
alkaline urine and may be obviated by proper pre- 
liminary treatment of the urinary tract. 

The relation of the foregoing facts to clinical 
work are considered as follows: 

1. In acute bacillus coli infection, the author 
recommends an alkaline treatment of the urinary 
tract before resorting to hexamine. Then the 
hexamine should be given to the limit of the toler- 
ance of the patient. The same principles hold with 
respect to either the kidney or the bladder. 

2. In alkaline cystitis the urine should be made 
acid or at least acid sodium phosphate or sodium 
benzoate should be given with hexamine. 

The author concludes with a discussion of the 
prophylactic value of hexamine and says: ‘I 
would advise, therefore, that the urinary tract be 
prepared by a course of antiseptics, just as the bowel 
is prepared by aperients before all operations where 
interference with the bowel or pelvic organs is 
probable, and that this be made a routine before 
parturition.” A. C. STOKES. 


Lefort, A.: Gonorrheeal Infection of the Urethral 
Glands. JN. Y. M.J., 1916, ciii, 790. 


Lefort’s paper is written from the general prac- 
titioner’s standpoint. He traces the history of 
urethral folliculitis through its acute and subacute 
stages to the chronic. He points out that acute 
folliculitis always accompanies acute infection of the 
urethra. The subacute form, he points out, can 
often be recognized by palpation along the urethra 
and determination of small painful tumors about the 
size of shot embedded in the urethral mucosa. 
They may attain the size of a pea. They are not 
attached to the skin, but occupy the inferior aspect 
of the urethra. The passage of an olive-tip bougie 
causes pain as it passes over these projections into 
the lumen of the urethra. When it is pushed be- 
yond them, pus and blood will always be found on 
the heel of the instrument. 

The chronic form of folliculitis is the most at- 
tenuated form of this lesion. The author suggests 
that it may end in one of the following ways: (1) 
periurethral abscess, (2) urethral fistula, and (3) 
stricture. After a time, folliculitis will react on 
surrounding tissue, producing a progressive sclerosis. 
The author states that most cases of folliculitis end 
in resolution and disappear, but they may take on a 
torpid evolutionary existence and persist for a long 
time if proper treatment is not instituted. He 
recommends electrolysis and intra-urethral cauter- 
ization as the best means of treatment. 

A. C. STOKEs. 
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Shallenberger, W. F.: Chronic Urethritis in 
Women; a New Method of Diagnosis and 
Treatment in Obscure Urethral Pain. J. Am. 
M. Ass., 1916, lxvi, tort. 


Chronic urethritis in women is much more com- 
mon than is generally recognized. The symptoms 
are not always typical and may not be referred 
directly to the urethra, but when a woman complains 
persistently and consisténtly of symptoms in the 
region of the pelvis, the urethra should not be over- 
looked as a possible source of the trouble, especially 
if no other pathologic condition can be found. 

The most constant symptoms are frequent and 
painful urination, usually burning, and there may 
even be vesical tenesmus. All degrees of these 
symptoms are seen. In the severer cases there may 
be a more or less constant pain of throbbing char- 
acter in the region of the urethra or vagina. Some 
patients will have sharp, lancinating pains in the 
urethra. Reflex pains may be present, referred to 
the vagina, uterus, coccyx, rectum, etc. 

Treatment is best carried out by direct applica- 
tion of silver nitrate to the mucosa through a cysto- 
scope or vesical speculum. The author uses a 5 
per cent solution as a rule, but sometimes uses as 
strong as 10 per cent, and has used a 20 per cent 
solution once or twice over limited areas. The 
treatments should be repeated every three to five 
days. Dilating the urethra with sounds or dilators, 
in addition to the other treatment, is often beneficial, 
and gentle massage along the urethra while the 
dilator is in place. It usually requires from four 
to eight applications of the silver nitrate to effect 
a cure, though some patients require many more 
than this. 

The new method of diagnosing and treating a 
painful urethra is that of nerve-blocking. It is 
blocked off by a solution of novocaine, 0.3 per cent, 
with quinine and urea hydrochloride, 0.5 per cent, 
injected into the para-urethral tissue. 

. Epwarp L. CorneE LL. 


Légueu, F.: Venous Autoplasty of the Traumatized 
Urethra (L’autoplastic veineuse de l’urétre trau- 
matisé). Presse méd., 1916, p. 137. 

Since 1909, when Tanton proposed venous trans- 
plantation in autoplastic urethral operations, the 
cases published do not indicate that the method is 
advantageous. 

In spite of experimental proof that the graft would 
take, preserve its caliber, and change its endothelium 
into stratified epithelium, in all cases in which it was 
tried, there was total or partial disunion, elimination 
of the graft, persistence of the fistula, and return 
of the stricture. ‘Therefore, Lériche, in 1911, stated 
that there was not a single surgical fact proving 
absolutely the success of a venous graft; and came 
to the conclusion that there was really no indication 
for venous autoplasty of the urethra. 

Légueu now reports re-examining a soldier on 
whom three years previous he had made a venous 
autoplasty for traumatic stricture of the urethra. 
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The immediate result was excellent and the auto- 
plasty is still so excellently maintained that the man 
has re-entered military service. This result, which 
establishes the first success of a venous autoplasty, 
deserves to be published at this time when the 
multiplicity of wounds of the urethra obliges sur- 
geons to utilize all possible measures to combat the 
frequently complicated deformities. 

In the operation referred to, which was done in 
June, 1913, the graft was taken from the saphenous 
vein, which was exposed near Scarpa’s triangle for 
a length of 15 cm., ligatured, and sectioned. The 
examination 20 months later showed that the ure- 
thra was perfect as regards caliber and could receive 
a large sized catheter. There was no tendency to- 
ward stricture, which is a most important point. 

This venous transplantation was only attempted 
after extensive perineal urethrostomy. When 
an exact adaptation of the mucous to the skin 
has been effected, stagnation of urine, infiltration, 
and infection are avoided. But in order that the 
procedure should give the best results, it is neces- 
sary that the urethral orifices should be in perfect 
continuity with the skin. Six months may have to 
elapse before proper results are obtained from the 
urethrostomy and then the transplant may be 
effected. If done earlier there is always the chance 
of infiltration or infection and the consequent danger 
of disunion. W. A. BRENNAN. 


GENITAL ORGANS 


Phocas: Vaginal Hydrocele Operated upon by the 
Inguinal Route; Varicocele Operated upon by 
High Suspension of the Testicle (Hydrocele 
vaginale opérée par la voie inguinale; varicocele 
opéré par la suspension haute du testicule). Bull. 
et mém. Soc. de chir. de Par., 1916, xlii, 818. 


Phocas reports a modification of the operation 
for hydrocele which he has used with good results. 
The modification consists in performing the opera- 
tion (vaginal eversion or resection) by incising 
through the inguinal region and luxating the testicle 
from above. ‘There are many advantages in making 
the incision on skin which can easily be made aseptic 
and in keeping the scrotal sac intact and allowing the 
patient to get up early. The hydrocele must first 
be reduced either by a prior scrotal puncture or by 
puncture made through the inguinal incision. 

Phocas has used this procedure for four years and 
the end-results are excellent. He has never had to 
make a subsequent intervention and the patients 
have all been well satisfied. W. A. BRENNAN. 


Maylard, A. E.: The Inguinal Incision for Intra- 
scrotal Affections. Brit. M.J., 1916, i, 589. 

The inguinal incision has been frequently used 
for excising a portion of the pampiniform plexus in 
varicocele, but there has been no mention of its 
employment for dealing with hydroceles and testic- 
ular affections of limited proportions. 

The author’s chief reason for using the inguinal 
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incision is to avoid an incision into the scrotum. 
He believes that it is difficult to sterilize the skin 
of the scrotum because of its anatomy and because 
among the ordinary run of hospital patients it is 
deeply ingrained with “dirt.” He calls attention 
to the readiness with which the scrotum sweats 
when confined under a dressing. ‘The difficulty in 
attempts to render the skin surgically clean with 
carbolic acid or iodine lies in the curious suscepti- 
bility of the skin of this area to these disinfectants. 
Another important reason for avoiding the skin 
of this area is the extreme degree of venous vascular- 
ity of the scrotum. ‘The laxity of the tissue makes it 
difficult to secure the vessels by ligation. Moreover, 
there is no way by which the pressure necessary to 
control hemorrhages can be obtained as in operation 
on other parts of the body. In the author’s ex- 
perience, all of these drawbacks can be overcome by 
approaching the scrotum through an inguinal in- 
cision. As it is not always possible to have a com- 
pletely dry field, he advises that a drainage tube be 
inserted down to the bottom of the scrotal cavity and 
suggests that to facilitate drainage the scrotum be 
raised and supported on a thin wood or cardboard 
shelf. In conclusion, the author states that the 
inguinal approach to the scrotal receptacle, especial- 
ly for hydroceles and testicular affections of reason- 
able proportions, seems worthy of wider recognition. 
G. J. THomas. 


MISCELLANEOUS 
Churchman, J. W.: The Diagnosis of Genito- 
urinary Tuberculosis. Med. Kec., 1916, |xxxix, 
SIE. 

Churchman gives an outline of the important 
factors in diagnosing tuberculosis of the genito- 
urinary organs, discussing each point clearly and 
intelligently, and he also speaks of the route taken 
by the organisms in reaching the urine from the 
blood. By means of diagrams he describes the 
difficulties in determining the much-mooted ques- 
tion of infection via the ureters or the blood stream. 

He states that it is well established that the kid- 
ney is somewhat impermeable to organisms, al- 
though the establishment of this conclusion beyond 
any doubt probably is impossible; he also em- 
phasizes the need of overcoming the popular mis- 
conception that infection is carried from the blad- 
der to the kidney, and shows by clinical experiences 
that tuberculosis by continuity from bladder to 
kidney is so rare as to be excluded from considera- 
tion. 

The first important point is that renal tuberculo- 
sis may occur in a person otherwise healthy; second, 
in renal tuberculosis, renal symptoms are the 
exception and not the rule; third, an impalpable 
kidney not only is no indication of the absence of 
renal tuberculosis, but also is no proof of the ab- 
sence of an enlargement of the kidney from this 
disease. 
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The dependable sign is the presence of tubercle 
bacilli in the urine, nevertheless the author had three 
cases, all proven to be tuberculosis of the kidney by 
microscopic examination of the tissue removed, 
in none of which were tubercle bacilli demonstrable 
in the urine, yet these experiences are exceptional. 

The author feels that further studies should be 
done on the Much granules, as these bodies were 
found in one of his specimens. He also urges the 
palpation of the lower end of the ureter per vaginam, 
in the female, as the readiness with which an en- 
larged ureter can thus be felt is surprising. In 
cases where it is difficult to catheterize the ureter, 
although it is readily seen, and probably due to the 
fact of entering the bladder at an unusual angle, he 
has overcome this difficulty by passing the right 
catheter into the left side,and vice versa. The 
X-ray has been of little value, except in the type which 
is characterized by the presence of calcified nodules 
in the kidney. Animal inoculations are unsatis- 
factory, so he affirms, as it takes too Jong, especially 
in hospital cases. Louts Gross. 


Herbst, R. H.: Complications of Acute Gonor- 
rhoea in the Male. Urol. & Cutan. Rev., 1916, 
XX, 194. 


The author discusses the various complications of 
acute gonorrhoea in the male and describes the treat- 
ment for each. He emphasizes his belief that in the 
large majority of cases the infection penetrates to 
the posterior urethra and consequently the prostate 
and vesicles become involved. He feels that too 
much attention in the past has been paid to the 
treatment of the urethra and too little to the vesicles 
from which the urethra is constantly reinfected. 
In cases where there is no obstruction in the vas 
the author believes in vasostomy followed by in- 
jections of collargol into the vesicles. He thinks 
vesiculotomy and vesiculectomy should be reserved 
for the more severe cases where access cannot be 
had to the vesicles by the more simple method of 
vasostomy. 

As a means of prophylaxis in epididymitis the 
author has found it possible to prevent the apparent- 
ly impending attack by making an incision in the 
vas midway between the pole of the epididymis and 
the external ring. If this is done early, at a time 
when the patient complains of pain in the inguinal 
canal and before there is swelling of the cord or 
definite evidences of epididymitis, the involvement 
of the epididymis may often be prevented. In the 
more severe cases of epididymitis where it is neces- 
sary to do epididymotomy the author at the same 
time that he makes an incision in the epididymis 
also takes up the vas, opens it, and injects the vesicle 
through this opening with collargol. He considers 
this the logical procedure in view of the fact that an 
infection of the vesicles must precede every epididy- 
mitis. H. L. SAnForp. 








SURGERY OF THE EYE AND EAR 


EYE 
Arboleda, A.: Suture of the Cornea in the Cataract 
Operation (Observaciones de sutura de la cornea 
en la operacion de la catareta). Reperl.de med. y 
cir., 1916, vii, 195. 

A frequent accident in operation for the extrac- 
tion of the cataract is hernia of the iris through the 
sclerocorneal incision. Williams of Boston in 1867 
proposed a suture of the cornea in extraction of the 
crystalline, but it was Soarez and Vacher and Kalt 
who put the method into practice. 

Arboleda reports a case carried out according to 
Kalts’ technique with slight modifications. He 
thinks that some such procedure is necessary, owing 
to the great suffering which many cataract patients 
undergo, sometimes accompanied by pulmonary 
complications which render a prolonged intervention 
insupportable. The results after ten months of 
observation are exceptionally good, and the author 
has also obtained equally good results in some later 
cases. 

He is of the opinion that suture of the cornea is 
indicated in persons who on account of age or the 
condition of the respiratory apparatus cannot tol- 
erate a long intervention in the dorsal decubital 
position. W. A. BRENNAN. 


Cassimatis: The Ocular Wounds of War (Des 
blessures ocularies de guerre). Clin. ophth., 1916, 
vil, 29. 

Cassimatis reports his experiences with eye in- 
juries in the Balkan War of 1913 and during the 
present war. These injuries, though frequent 
enough in the Balkan War, were not so numerous 
as in the European War, as trench warfare and hand 
weapons were not then so frequently employed. 
Most injuries are due to shells or to the splintering 
of stones due to shells. He has only seen one case 
of injury by a rifle bullet, which having burst the 
eyeball lodged in the profundity of the orbit. Shell 
wounds most frequently produce direct or lateral 
penetrating wounds of the eyeball with traumatic 
cataract, prolapse of the iris, intra-ocular hemor- 
rhage, etc. 

Another frequent class of injuries is the lodgment 
of foreign bodies in the sclerotic, the conjunctiva, or 
the cornea, due to the bursting of the cupronickel 
envelope of the rifle bullet when it strikes on a rock 
and is shattered into small pieces. 

Cassimatis reports two cases in which there was 
no immediate lesion of the eye. One was a typical 
paralysis of the great sympathetic on the right side 
with a depression of the upper eyelid and involve- 
ment of the conjunctiva, etc., consecutive to an 
injury of the cervical sympathetic. The second 


case was a double-descending optic atrophy follow- 
ing cerebral lesions produced by shell concussion. 
W. A. BRENNAN. 


Rauch, R.: Ophthalmological Errors in the Field 
(Ophthalmologische Fehlgriffe un Felde). Berl.klin. 
Wchunschr., 1916, liii, 113. 

The author calls attention to the error made in 
bandaging one or both eyes in inflammatory con- 
ditions, such as an inflamed lachrymal sac. The 
bandage only causes retention of pus, etc., and may 
cause a supplementary inflammation of the lids. 
The author thinks that the natural projections of the 
lids, the mechanism being particularly active in 
inflammatory conditions, is sufficient. Bandaging, 
however, is necessary in case of a foreign body or a 
one-sided gonorrhoea. He thinks the wearing of 
dark glasses in blepharospasm is a mistake and that 
exposure to the sunlight is preferable. 

Cocaine used as a mydriatic is an error which is 
common and dangerous. Atropine or scopolamine 
should be used. Cocaine may be used in iritis. In 
operative procedures the author considers that ex- 
entration has many advantages over enucleation, 
except where the remnants of a destroyed bulbus 
must be removed. The technique of exentration is 
simpler and there is less danger of meningitis. A 
strip of gauze is passed into the sclerotic cavity 
after enucleation; a compress is applied to prevent 
inflammatory protrusion of the stump, but is re- 
moved after two days. W. A. BRENNAN. 


Rollet, E., and Mangini, L.: Injuries of the Deep 
Membranes of the Eye in War, with Integrity 
of the Ball (Lésions des membranes profoundes 
de l’eil par blessures de guerre avec integrité du 
globe). Clin. ophth., 1916, vii, 69. 

Injuries of the head and face have become more 
frequent since the war has developed into trench 
fighting. ‘Thus in August, 1914, 5 per cent of the 
wounds observed involved the face, while in January, 
1915, this percentage had increased to 13 per cent. 
The eyeball is particularly susceptible; a fragment 
which elsewhere makes an insignificant injury if it 
penetrates the eye disorganizes it. 

The authors, however, have observed the large 
category of cases in which the patients have suffered 
a loss of acuity of vision without showing any 
apparent eye lesion. Casual inspection shows 
nothing, but a methodical ophthalmoscopic ex- 
amination very often shows hemorrhages and 
ruptures of the deeper membranes of the globe. 
The authors find that about 6 per cent of the cases 
coming to them are of this character, presenting 
retinal or choroid lesions with global integrity. 
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The authors discuss these lesions under the head- 
ings of retinal separations, choroid ruptures, and 
retinochoroid hemorrhages and consecutive lesions. 
Of 96 cases, 34 belonged to the first class, 22 to the 
second, and 33 to the third. W. A. BRENNAN. 


EAR 


Lubman, M.: Otitis Externa. 
xliv, 118. 


The author calls attention to the differential 
diagnosis between otitis externa and acute otitis 
media with mastoid involvement. The importance 
and necessity of recognizing the differential points 
lies in the fact that the latter condition demands 
immediate surgical interference. 

The differential points are tabulated as follows: 

Otitis media with mastoid. 

1. Very common in children. 

2. Mostly secondary from nasal or retronasal 
space, or through involvement of the eustachian 
tube. 

3. Pain deep in the ear. 

4. Temperature 103-104°. 

5. No pain at all. 

6. Not painful. 

7. Deep pressure painful, superficial pressure not 
painful. 

8. A late symptom. 

9. Canal never swollen except when secondarily 
infected. 

10. No pain. 

Otitis externa. 

1. Quite rare in children. 

2. Due to mechanical irritation, as cleaning the 
ear with a hairpin, a match, and consequent in- 
fection. 

3. Pain is more or less localized around the ear. 

4. Temperature 1oo-1o01°. 

5. Pulling the auricle up and down, painful. 

6. Mastication, painful. 

7. Superficial pressure upon the mastoid, very 
painful; deep pressure, less painful. 

8. Swelling in front and back of the ear, an early 
symptom. 

g. Swelling of canal is typical. 

1o. Pressure upon the canal in the post-auricular 
fold will give pain. Orro M. Rorrt. 


Med. Times, 1916, 


Barnes, J. H.: Lateral Sinus Thrombosis. South. 


M.J., 1916, ix, 363. 


After referring to the anatomy of the sinus, the 
author discusses the subject of sinus thrombosis, 
mentioning the etiology, symptomatology, path- 
ology, and treatment. He then reports a case 
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of brain abscess with local meningitis which was 
diagnosed as lateral sinus thrombosis, also as a 
severe middle-ear infection and mastoiditis. 

The patient, a boy, aged 14 years, had an attack 
of acute otitis media and mastoiditis with high 
fever, 102° to 105°, and severe headache. On the 
fifth day the ear ceased to discharge and the ear 
drum bulged. As opening the drum did not pro- 
duce a discharge nor relieve the symptoms, and as the 
temperature suddenly dropped from 105° to 1o1°® 
and in a few hours was 105° agai_, the mastoid was 
opened and the lateral sinus found bathed in pus. 
The jugular vein was ligated and clot from the sinus 
was removed. In spite of this, pain and high fever 
continued. He had no chills, but he now began to 
have sweats and to breathe very rapidly. On the 
fifth day after the operation the right external rectus 
became paralyzed; the pupil did not react to light, 
and he died on the eighth day after the operation. 
The temperature was 107° just before death. No 
tests were made to confirm the diagnosis of brain 
abscess with meningitis and no autopsy was made, 
the diagnosis being made by exclusion. 

Orto M. Rorrt. 


Pfister, F.: The Work of Robert Barany on the 
Semicircular Apparatus of the Ear and the 
Cerebellar Localization as the Diagnostic 
Key to the Different Intracranial Conditions. 
Wis. M. J., 1916, xiv, 468. 

The author refers (1) to the Barany or caloric 
tests of the semicircular apparatus to determine 
their irritability by means of the resulting nystag- 
mus and (2) the influence on the pointing test by 
irritation of the semicircular canals. Barany has 


evolved the theory that while the cerebral hemi- 


sphere furnishes innervation for muscular power the 
cerebellum is the organ of control for such motion or 
the center for co-ordination, and that through the 
vestibular apparatus this can be proved. He 
followed out the suggestion of Bolk, of Holland, 
that there must be motion centers in the cerebellum. 
He found that, after irritating the semicircular 
canals or stimulating them with hot or cold water, 
the patient who could point his index-finger with 
extended arms at the examiner’s fingers and lower 
the arm with his eyes closed and raise them again, 
trying again to touch the fingers, would have the 
nystagmus to the one side and his finger would de- 
viate in the opposite direction. The test of point- 
ing the finger to one’s nose, as well as Romberg’s test 
for equilibrium, was known before. But Barany, 
through these tests, put all these things into system 
and law, so that certain directions must follow in the 
manifestations in certain kinds of stimulation. 
Orro M. Rott. 











SURGERY OF THE NOSE, 


NOSE 


Canuyt, G.: Wounds of the Nose, the Nasal Foss, 
and the Accessory Cavities in Time of War 
(Les blessures du nez, des fosses nasales et des 
cavités accessoires en temps de guerre). J. de 
méd. de Bordeaux, 1916, 1xxxvii, 73. 

The author writes of experiences in the otorhino- 
laryngological service of the 18th Legion stationed 
at Bordeaux. In this center 6,500 cases were ex- 
amined during January, 1915. 

Experience has shown that in wounds of the nasal 
fosse it is indispensable that all such should 
early be placed under the care of a specialist for 
treatment in order to avoid cicatricial synechia. 
During the period of reparation and before cicatriza- 
tion takes place, traumatic frontal sinusites should 
be operated upon after the wound is evacuated and 
the infection has subsided; never before. ‘The treat- 
ment is by currettage of the anterior ethmoid and 
of the nasofrontal canal. If this is not sufficient, 
recourse must be taken in a radical operation ter- 
minated by nasofrontal drainage. 

In the case of traumatic maxillary sinusites, op- 
eration must always be done if there is a projectile 
present. A radical cure can be effected by the 
Caldwell-Luc method, modified or not, with or 
without a facial plastic operation. Local an- 
zsthesia suffices in all cases. W. A. BRENNAN. 


THROAT 


Landa, G. M.: Infra-epiglottal Cysts (Nota sobre 
los quistes infra-epigloticos). Rev. de med. y cir. 
de la Habana, 1916, xxi, 97. 

The cyst is one of the most rarely found benign 
tumors of the larynx, and Landa reports one re- 
cently observed in a man of 27. The laryngoscope 
showed the tumor to be situated in the base of the 
posterior part of the epiglottis and between it and 
the vocal cords. It was smooth, bland, depressible, 
and pediculated, and in color was whitish-gray with 
vascular arborizations on the surface. It was 
easily extirpated under local anesthesia and with 
only a slight haemorrhage. W. A. BRENNAN. 


Beer, E.: Paper Clip in Bronchus Seventeen Years 
Removed by Superior Bronchoscopy. J. Am. 
M. Ass., 1916, lxvi, 739. 


Seventeen years ago the patient was playing with 
a paper clip which he had put into his mouth, when 
it suddenly became lodged far back in his mouth 
near the base of his tongue. His father, with the 
use of an ordinary teaspoon made an attempt to 
remove the clip, but, unfortunately, pushed it still 
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farther down the patient’s throat. The patient 
felt much better and did not notice any particular 
distress and his parents believed that he had swal- 
lowed the clip. 

At various times he was treated for pneumonia, 
bronchitis, bronchial asthma (12 years), and 
tuberculosis. On admittance to the Bellevue 
Hospital an X-ray examination showed a distinct 
shadow of a flat-headed paper clip in the right main 
bronchus, with head down. It also showed marked 
thickening of the adjacent pulmonary tissue. 
Superior bronchoscopy was performed and the clip 
removed under combined ether and cocaine anes- 
thesia. The clip was embedded in the granulation 
tissue which almost filled the bronchial lumen, and 
there was copious discharge during the manipu- 
lation. 

Four months later a roentgenogram showed 
marked improvement in the pulmonary condition, 
though considerable thickening was still present. 
The patient still had a moderate cough and some 
expectoration, undoubtedly due to the bronchiec- 
tasis that had developed from the paper clip re- 
maining in situ for 17 years. Epwarp L. CorNELL. 


Henessy, J. T.: Views on the Tonsil Question. 
Hosp. Bull. Univ. Md., 1916, xii, 6. 


The author considered the conditions indicating 
removal of the tonsils under two heads: (1) the 
general indications and (2) the localized indications. 

Of the former, three are mentioned: (1) a general 
run down condition of the child who has hyper- 
trophied tonsils and adenoids: (2) cervical adenitis; 
(3) the rheumatic group of infections. 

The localized indications mentioned are: (1) 
obstruction to breathing; (2) sore throat; (3) 
suppurative and non-suppurative diseases of the 
ear. Orto M. Rort. 


The Conservative Treat- 
N.Y.M.J., 1916, ciii, 483. 


Hudson-Makuen, G.: 
ment of the Tonsils. 


The fact that a normal tonsil is probably a pro- 
tection, that its presence is helpful in both phonation 
and articulation, and that its systemic and mechani- 
cal functions are unknown are arguments in favor 
of conservatism rather than radicalism in its treat- 
ment. 

The author states that it is easier to remove a 
tonsil than to know whether or not it should be 
removed, and he thinks the tendency of the future 
will be to determine not how to operate, but how 
not to operate, or at least how to operate in the 
most conservative manner. ELLEN J. PATTERSON. 
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Lapat, W.: A Modification of the Sluder Method 
of Tonsil Enucleation. J. M. Ass. Ga., 1916, v, 
185. 

The author describes his modification of the Sluder 
method of performing tonsillectomy from his ex- 
perience in twenty-five cases. 

With the patient in a reclining position under 
ether anesthesia, the operator grasps the Sluder 
guillotine in the right hand and puts it obliquely 
across the buccopharyngeal cavity with the fenes- 
trum engaging the right tonsil from below upward. 
With the left forefinger at the middle of the anterior 
pillar, he massages the tonsil into the hole until 
three-quarters of the tonsil is within the forceps; 
presses down the cutting edge without cutting the 
tonsil through; puts the tonsil on the stretch by 
pulling the instrument forward, and completes the 
dissection with the left forefinger, beginning at the 
superior angle of the fossa. 

The advantages of the method are: ease and 
speed in performing the operation; avoidance of 
unnecessary hemorrhage, venous and _ arterial; 
preservation of the pillars; and rapid convalescence. 

ELLEN J. PATTERSON. 


Manges, M.: The Occurrence of Abscess of the 
Lung After Tonsillectomy. Am. J. Surg., 1916, 
xxx, 78. 


Of the 9 cases reported, one died (probably two, 
as one left the hospital against the advice of the 
physician after only a week’s stay, and his condition 
at that time was very grave). The symptoms of 
lung abscess appeared on the first day in two cases; 
on the second, third, and fifth day in one case each; 
on the seventh day in two cases; and on the tenth 
and fourteenth days in one case each. As contribu- 
tory factors to the occurrence of these complica- 
tions, the author states that either the patient is 
allowed to go home too soon, or the patients may 
not have been observed carefully before the opera- 
tion. They may have had a little fever, or a cough, 
or some slight ailment, which might easily have 
escaped notice unless a careful examination had 
been made at the time. 

To guard against these factors it is advised (1) 
that these patients should have the same prelim- 
inary examination as patients who are to undergo 
major operations; (2) that they receive more after- 
treatment; (3) that three days in the hospital should 
be the shortest stay demanded for them; and (4) 
more attention should be given to the important 
details of the anesthesia, posture, and the suction 
apparatus. 

The author considered this complication as avoid- 
able and one that should never occur if the patient 
receives proper treatment. 

Five factors are mentioned as causing the infec- 
tion: 

1. The anesthesia (but this is considered very 
remote). 

2. Aspiration of infected blood or of pieces of 
tonsillar tissue. (This is given most weight by the 
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author; and is considered the actual factor in those 
cases in which the symptoms develop immediately, 
or one or two days. after the operation.) 
3. Embolism or infarction of the lung. 
4. Some special infective agent. 
5. Some antecedent cause, either local or general. 
Otto M. Rort. 


Pardo, S. Y.: Retropharyngeal Abscess Dis- 
charging into the Left Bronchus (Absceso 
retrofaringeo vaciado en el bronquio izquierdo). 
Rev. méd. de Sevilla, 1916, \xvi, 106. 


The author describes a pharyngeal abscess which 
occurred in an infant. The asphyxiated condition, 
absolute impermeability to respiration, and tachy- 
cardia necessitated immediate intervention. The 
tumor was found to have become detached from 
the laryngeal mucosa and to have discharged 
spontaneously into the left bronchus. The child 
died in collapse. W. A. BRENNAN. 


MOUTH 


Parker, D. B.: Infections of the Mouth, Ear, Nose, 
and Throat as Primary Foci for Secondary 
Infections. Long Island M. J., 1916, x, 97. 


The author has been making a careful study of 
the organisms obtained from infections about the 
teeth at the New York Post-Graduate Hospital 
and invariably finds the streptococcus viridans 
present at the apices of nearly all infected roots of 
teeth. 

At this hospital it has become almost a routine 
procedure to refer all cases of anaemia, endocarditis, 
gastro-enteritis, and arthritis, in which oral infec- 
tions are evident or obscure, to the department of 
oral surgery for examination and treatment of the 
oral lesions. Roentgenograms, in the form of 
films or plates, are taken of the teeth as a prelimi- 
nary procedure. These cases are almost invariably 
found to have chronic apical abscesses at the roots of 
all dead teeth. 

After removing all infected foci in the mouth, 
they invariably supplement the treatment by the 
systematic employment of autogenous vaccines. 
The major portion of these cases are remarkably 
benefited by this treatment. If the oral infections 
are the only foci and the secondary lesion has not 
been of too long standing, the response is fairly 
rapid. 

The hospital has had two cases in the past six 
months of exophthalmic goiter in which marked oral 
infections were present. The elimination of the 
infections, combined with the use of autogenous 
vaccines, has helped these two cases materially; 
that is, the tachycardia and tremor have decreased, 
as well as the optic protrusion and enlargement 
of the thyroid glands. One of these patients had 
an empyema of the maxillary sinus which was 
opened and drained. After five months’ treatment, 
the patient says her condition is better than it has 
been in years and the extreme neurotic symptoms 
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which were present have practically entirely dis- 
appeared. Just what connection there is between 
exophthalmic goiter and oral and sinus infection, the 
author is not in a position to state. 

. EpwWaArp L. CorRNELL. 


Stincer, R.: Ligature of the Lingual Artery in the 
Triangles of Beclard and Pirogoff (La ligadura 
de la arteria lingual en los triangulos de Beclard y 
Pirogoff). Rev. de med. y cir., Habana, 1916, xxi, 
140. 

It is admitted that the ligature of the lingual ar- 
tery comprises two distinct portions: (1) it occupies 
the retrodigastric area of Beclard’s triangle; (2) 
it corresponds to Pirogofi’s triangle in the intra- 
digastric zone. 

According to Picqué, in cases of cancer of the 
tongue, it is better to ligate the external carotid than 
the lingual artery. 

The author performed a dozen dissections of the 
suprahyoid region, and gives the following ob- 
servations: The lingual artery reaching the tri- 
angle of Pirogoff has given out all its collateral 
branches so that the results of a ligature at this 
point are nil. The sublingual branch, given out 
prematurely, may be taken for the main artery. 

Behind the digastric, in the triangle of Beclard, 
the lingual artery descends toward the median con- 
strictor of the pharynx, and is found covered by the 
posterior portion of the hyoglossus inserted in the 
large horn of the hyoid. At this level it gives out a 
very important collateral branch, the dorsal lingual 
artery. Theauthor hasseen cases in which the lingual 
and the facial arteries formed a common trunk. 
Going a little deeper one runs the risk of striking the 
superior laryngeal nerve or the pharynx. As to 
the organs forming the triangle of Beclard, the au- 
thor discovered certain contradictions in the descrip- 
tions of different authors. The posterosuperior 
margin of Beclard’s triangle is formed by the big 
hypoglossal nerve; the inferior margin by the great 
horn of the hyoid; the anteroposterior margin by the 
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posterior wall of the digastric, according to Testut, 
and the hyoid eminence, according to Poirier. 

Dissection of the suprahyoid region demonstrates 
that the idea is erroneous, given the direction fol- 
lowed by the great hypoglossal nerve, parallel to 
the great horn of the hyoid, as two parallel lines 
cannot unite to form a triangle. 

The conclusions drawn are: 

1. It is absurd to ligate the lingual artery in the 
triangle of Pirogoff. 

2. Ligature in the triangle of Beclard is dan- 
gerous and of very doubtful results. 

3. Ligature of the artery at its origin is the only 
reasonable course. Raovut L. Vioran. 


Neuhof, H.: Sialolithiasis and Sialodochitis in 
Childhood. Am. J. Dis. Child., 1916, xi, 232. 

Sialolithiasis in childhood cannot be termed the 
exceedingly rare, almost unknown condition it is 
presumed to be. The manifestations are more 
clean-cut and evident in children than in adults; 
the diagnosis can be made more readily; and the 
surgical treatment is simple and efficacious. The 
salivary duct should be probed in every instance 
of enlargement of a salivary gland in a child when 
a definite cause for the enlargement cannot be 
ascertained. 

There is a hitherto undescribed form of sialo- 
dochitis of Stenson’s duct in children, secondary to 
inflammation of unknown origin, leading to an 
enlargement of the parotid gland that can be 
readily mistaken for sarcoma or mixed tumor. The 
gland is considerably increased in size; is firm, 
nodular, and adherent; the orifice and buccal end 
of the duct are embedded in stenosing cicatricial 
tissue. There is a tendency to repeated recurrences 
of the parotid swelling after slitting the mouth of 
the duct, but cure promptly follows the excision 
of the diseased end of the duct. 

Three cases of sialolithiasis and two cases of 
sialodochitis are reported. The oldest patient was 
eight years of age. Epwarp L. CorNneELt. 
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